






































































































































































































































	 	 	CSO	 Civil	Society	Organisation	
	 	 	 	FGD	 Focus	Group	Discussion	
FRELIMO	 Frente	de	Libertação	de	Moçambique	
	 	 	HIV	 Human	Immunodeficiency	Syndrome	
	 	 	HIPC	 Highly	Indebted	Poor	Countries	
IFI		 International	Financing	Institutions	 	 	 	
IMF	 International	Monetary	Fund	
	 	 	LRA	 Lord's	Resistance	Army	
	 	 	 	MDG	 Millennium	Development	Goal	
	 	 	MFPED	 Ministry	of	Finance	Planning	and	Economic	Development	
	MOH	 Ministry	of	Health		
	 	 	 	MOLG	 Ministry	of	Local	Government	
	 	 	MOPS	 Ministry	of	Public	Service	
	 	 	 	MTEF	 Medium	Term	Expenditure	Framework	
NGO	 Non	Governmental	Organisation	
	 	 	NRM	 National	Resistance	Movement	
	 	 	PEA	 Political	Economy	Analysis	
PEAP	 Poverty	Eradication	Plan	
	 	 	 	PRDP	 Peace	Reconstruction	and	Development	Plan	
	 	RENAMO	 Resistência	Nacional	Moçambicana	
	 	 	SDG	 Sustainable	Development	Goal	
	 	 	SWAp	 Sector	Wide	Approach	
UBOS	 Uganda	Bureau	of	Standards	













































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Type	of	Facility	 	 	 	 	
Hospital	 95	 97	 84	 26	 23	 91	
HC-IV	 100	 99	 24	 1	 -	 92	
HC-III	 96	 90	 2	 -	 -	 61	
HC-II	 52	 25	 0	 -	 -	 33	
Ownership	 	 	 	 	 	 	
Government	 69	 53	 4	 	
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98-99	 99-00	 00-01	 06-07	 08-09	 09-10	 10-11	 11-12	
Public	Funds	(%)	 17	 16.7	 18.2	 15	 16	 15	 12	 9.6	
Household	(%)	 46	 45	 40.5	 51	 43	 42	 58.2	 43.2	
NGO	(%)	 8	 10	 13.6	 6	 4	 4	 5	 1.16	
Private	Firms	(%)	 1	 0.3	 0.3	 	-		 2	 2	 0.3	 0	























































Accountability	 6.4	 6.4	 8.0	 8.0	
Agriculture	 3.5	 3.9	 3.0	 3.0	
Education	 17.4	 17.4	 14.0	 14.0	
Health	 8.3	 8.1	 9.0	 7.0	
Interest	Payments	 8.4	 6.9	 7.0	 12.0	
Justice/Law	and	Order	 5.9	 6.4	 5.0	 6.0	
Parliament	 2.5	 2.3	 2.0	 2.0	
Public	Sector	Management	 8.7	 8.9	 8.0	 5.0	
Public	Administration	 3	 4.1	 4.0	 5.0	
Roads	 16.3	 16	 16.0	 17.0	
Security	 10.5	 9.1	 8.0	 8.0	
Social	Development	 0.5	 0.5	 0	 1.0	
Tourism,	trade	and	industry	 0.6	 0.8	 0	 1.0	
Water	 2.2	 2.3	 3.0	 3.0	
Energy	and	mineral	development	 5.6	 6.6	 12.0	 6.0	








































































































































































































































































































































































































































































































































































	Kitgum	(Rr)	 257600	 2	 1	 8	 11	 54.4	 30.9	 54	
Nwoya	(Rr)	 54,400	 1	 0	 3	 13	 111.6*	 54.8	 3	
Lango	
sub	
Apac	(Rr)	 360,500	 1	 1	 11	 19	 32.1	 20.4	 67	
NON-CONFLICT	EAST	CENTRAL	UGANDA	
Busoga	
Iganga	(Ur)	 517,000	 1	 2	 14	
4	
	
40	 48.7	 24.3	 20	
20	
	
Luuka	(Rr)	 269,800	 0	 1	
	










































			Donor	Agency	Reps	 Oct	2014	 KII	 4	 2	 6	
Ministry	of	Health	Level	 	




	 	 	 				District	Administrators	 	





	 	 	 				North		 Aug	2014	 KII	 1	 0	 1	
			East	Central	 Jun	2014	 KII	 1	 0	 1	
Community	Level	 	
	 	 	 					CSO	representatives	 	
	 	 	 					North	 Aug	2014	 KII	 2	 1	 3	




	 	 	 					North	 	
	 	 	 			Opinion	Leaders	 Aug	2014	 FGD	 0	 11	 1	
		Women	Leaders	 Aug	2014	 FGD	 10	 N/A	 1	
		Village	Health	Team		 Aug	2014	 FGD	 4	 7	 1	
				East	Central	 	
	 	 	 			Opinion	Leaders	 July	2014	 FGD	 10	 0	 1	
		Women	Leaders	 July	2014	 FGD	 9	 N/A	 1	












































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Maternal health  
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		 KEY:	Policy	Reform	Processes	 	 	
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	 NU	Reconstruction	Programme		 	 	 	 		 		 		 		
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leaders	who	“may exist in any area of Uganda in accordance with the culture, customs 





































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Theme	 Sub-themes	 Northern	Uganda	 East	Central	Uganda	
Civil	Society	
Formal	
NGO	activities	predominantly	
advocacy	&	rights	based.	Maternal	
health	indirectly	addressed	through	
cross-cutting	themes,	e.g.	gender	&	
HIV		
NGO’s	activities	predominantly	service	oriented,	
supporting	clinical	maternal	health	and	family	
planning	activities.		
Informal	
Political	drive	for	peace,	reconciliation	
and	stability	provided	favourable	
environment	for	demand	side	
activities		
Political	environment	encouraged	avoidance	of	
demand	side	activities	which	were	anti-
government	
Supply	Side	
Issues	
Formal	
Significant	improvement	in	access	and	
utilisation	of	facility	based	maternal	
health	services	after	end	of	war	
Access	and	utilisation	better	than	in	NU,	but	
perception	of	change	not	remarkable	
Human	resource	for	Policy	advocating	
for	affirmative	action	not	adhered	to.	
Limited	health	worker	recruitment	
and	retention.			
	More	health	workers	recruited	but	policy	not	
addressing	dual	employment.			
Informal	
Adverse	health	worker	attitudes	were	
commonplace	
Health	worker	attitudes	better	than	in	NU	(and	
discussion	evaded),	however	non-availability	
recognised	
District	politicians	&	district	technical	
staff	supportive	of	development	of	
EmOC	infrastructure	
District	politicians	prioritise	building	of	structures	
that	offer	more	political	gain	compared	to	EmOC	
infrastructure.		
Reduction	in	the	use	of	traditional	
birth	attendants	during	post	conflict	
period		
Traditional	birth	attendants	use	among	vulnerable	
remote	communities,	particularly	fisher-folk	still	
widespread	
Women	
Formal	
Formal	women	groups	actively	
engaging	government	and	enjoying	a	
level	of	responsiveness	
Formal	women	groups	weak	and	not	effectively	
responded	to		
Informal	
Low	education	status	and	cultural	
norms	influencing	the	effectiveness	of	
local	women	politicians	
Similar	to	NU;	low	education	status	and	cultural	
norms	influencing	effectiveness	of	local	women	
politicians	
Community	
participatio
n	
Formal	
Limited	government	financial	and	
technical	support	to	HUMC	and	VHT.	
Functional	due	to	donor	support	
VHT	functional	but	gained	less	capacity	building.	
Also	dependant	on	donor	support.	HUMC's	largely	
dormant.	
VHT	elected	members	of	the	
community,	HUMC	members	often	
foreign	to	community,	politically	
appointed.		
VHT	elected	members	of	the	community,	HUMC	
members	often	foreign	to	the	community,	
politically	appointed.		
Informal	
Reasons	for	seeking	VHT	position:	i)	
concern	about	community	state	of	
health,	ii)	admiration	&	respect	gained	
Reasons	for	seeking	VHT	position:	i)	concern	
about	health	of	the	community,	ii)	potential	
political	gain	
Decentralisa
tion	
Formal	
Decentralisation	was	vital	for	
governance,	development	but	may	not	
have	been	supportive	of	maternal	
health.	
Recentralisation	of	key	governance	processes	
favoured	by	district	technical	leadership	
considered	to	have	promoted	better	prioritisation	
of	maternal	health		
Available	donor	support	for	
governance	and	development	of	newly	
created	districts.		
Special	donor	support	for	newly	created	districts	
not	available.	Serious	lack	of	funding	for	maternal	
health	care		
Informal	
Local	politicians	gained	politically	by	
addressing	the	real	needs	of	the	post	
conflict	population.	Donor	funding	
limited	rent-seeking	opportunities	
Vote	buying	common	and	negatively	influenced	
health	sector	development.	Politicians	were	
constructing	health	centre	II's	as	a	rent-seeking	
ploy.	
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7 DISCUSSION	
Introduction	
The	discussion	is	structured	in	line	with	a	conceptual	framework	that	identifies	each	
critical	node	along	the	maternal	health	care	governance	continuum	(see	Figure	7.1).	
The	nodes	are	grouped	into	three	governance	relational	levels:	Central	government	
to	health	ministry,	district	local	government	and	community	levels	(C1,	C2	and	C3	
respectively);	Ministry	of	Health	to	district	local	government	(H);	and	decentralised	
local	government	to	community	level	(D).		For	each	level,	key	themes	that	were	
developed	in	line	with	the	PEA	framework	in	chapters	five	and	six	are	reviewed	and	
discussed.	The	review	consists	of	an	overview,	then	a	synopsis	of	the	context,	
institutions	and	incentives	that	were	functional	at	each	of	these	levels	of	
governance.	The	incentives	section,	discusses	stakeholder	attributes	and	actions	
that	are	associated	with	contextual,	and	institutional	findings.	The	discussion	
section	for	each	level	is	enriched	by	parallels	drawn	from	empirical	evidence	in	
other	post	conflict	settings	elsewhere	around	the	world.	Because	this	section	is	an	
analysis	of	findings	in	previous	sections,	throughout	the	chapter,	I	include	
references	to	data	presented	in	the	findings	chapters	five	and	six.		
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Figure	7.1.	The	study	conceptual	framework	
After	the	review	of	findings	and	level	specific	summary	discussions	that	are	sections	
7.1	to	7.5,	an	overall	summary	in	section	7.6	consolidates	the	key	messages	of	the	
study.	This	is	followed	by	a	reflection	on	the	research	methods	in	section	7.6	and	an	
overview	of	the	study’s	limitations	in	section	7.7.	The	chapter	ends	with	a	
conclusion	in	section	7.8,	a	statement	on	the	study’s	contribution	to	knowledge	in	
section	7.9,	and	additional	recommendations	in	7.10.		
7.1 Central	government	governance	relationships		
The	policy	elite	considered	here	are:	the	executive;	the	development	partners;	the	
legislators;	and	ministry	of	finance	technocrats.	The	policy	elite	has	a	governance	
relationship	with	stakeholders	–	technocrats	–	in	the	central	Ministry	of	Health	(C1	
in	the	Figure	7.1);	stakeholders	within	the	district	local	government	(C2);	and,	
stakeholders	at	community	level	(C3).	The	central	ministry	technocrats	include	
policy	makers,	managers	and	implementers	at	that	level.	The	district	local	
governments	include	local	councillors	from	district	to	community	level,	and	health	
providers	working	at	all	levels	of	care.	The	community	level	stakeholders	include	
communities	and	civil	society	organisations	working	within	the	respective	districts.	
	
Central	Government	Governance	(with	donor	support)	
“The	President,	the	legislature,	MFPED”	
Health	System	Governance	
“Ministry	of	Health”	
East	Central	Uganda	Local	Governance	
Decentralized	Health	System	Governance	
Maternal	Health	Service	Delivery	
Northern	Uganda	Local	Governance,	
Decentralized	Health	System	Governance,	
Maternal	Health	Service	Delivery	
Northern	Uganda	Local	Communities			
Civil	Society	
East	Central	Uganda	local	communities	
Civil	society	
C3	 C2	
C1	
D
A	
D
A	
C2	
C3	
Oversight,	formal	Rules	and	procedures,	informal	Norms,	incentives	and	accountability	relationships	
Feed	back,	formal	and	informal	norms	and	accountability	relationships	
X	
Relationships	between	Health	system	Governance	stakeholders	at	different	levels		
H
A	
H	
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7.1.1 Overview	
Central	government	to	health	ministry	relationship		
During	the	immediate	post	conflict	period,	the	President	of	Uganda	and	the	
country’s	donor	partners	influenced	the	funding	decisions	made	by	MFPED	to	the	
health	sector.	There	was	a	poor	understanding	amongst	other	political	elite	about	
the	criteria	used	by	MFPED	to	allocate	the	government’s	limited	resources	(Sec.	
5.3.1).	For	the	health	sector,	a	resource	allocation	formula	was	used	but	the	formula	
was	often	abandoned	for	a	more	patronage-based	approach	to	resource	
distribution.	Priority	went	to	the	defence,	road	and	energy	sectors.	The	MFPED’s	
funding	priorities	conflicted	with	those	promoted	by	the	legislators	(Sec.	5.3.1).		
During	that	period,	the	legislators	worked	for	better	funding	for	maternal	health	
care.	Women	legislators	were	at	the	fore	of	successful	collective	action	that	brought	
together	civil	society	and	technocrats	in	the	health	sector	to	agitate	for	maternal	
health	care	across	the	country.	Maternal	health	care,	gender,	and	human	rights	
issues	tended	to	galvanise	legislators	across	the	political	divide	into	action	(Sec.	
5.3.4).	However,	this	bipartisan	response	was	not	able	to	address	the	unique	
maternal	health	needs	of	Northern	Uganda	(Sec	5.3.2).		
Central	government	to	decentralized	districts	relationship	
The	policy	elite	funded	maternal	health	care	service	delivery	at	district	level	
through	the	Ministry	of	Local	Government	(MOLG).	MFPED	had	intentions	to	use	
allocation	formulae	to	distribute	resources	to	multiple	sectors	in	the	districts.	
However,	macroeconomic	considerations	limiting	any	increments	that	should	have	
occurred	in	public	spending	and	political	considerations	made	the	allocation	of	
resources	a	powerful	rent-seeking	tool	(Sec.	5.3.1).	It	is	notable	that	the	post-conflict	
period	coincided	with	the	resumption	of	multiparty	politics	in	Uganda.	
The	resource	allocation	formula	did	not	factor	in	the	health	related	needs	of	the	post	
conflict	population.	However;	the	Office	of	the	Prime	Minister	and	donor	agencies	
made	funds	available	through	the	PRDP.	There	was	inadequate	guidance	given	to	
the	district	local	governments	on	how	to	channel	PRDP	funding	into	the	health	
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sector	(Sec	5.3.2.).	The	lack	of	participation	of	the	Ministry	of	Health	technocrats	in	
the	PRDP	process	was	glaringly	apparent.	The	donors	often	provided	financial	and	
technical	support	directly	to	the	district	health	sectors	much	against	the	precepts	of	
the	SWAp	(Sec	5.3.2.).		
Because	donor	funding	was	available	for	Northern	Uganda,	the	limited	public	funds	
were	diverted	to	other	areas	of	need	that	were	not	necessarily	within	Northern	
Uganda.	In	Northern	and	East	Central	Uganda	alike,	there	was	incoherence	between	
approved	district	budgets	presented	to	MFPED	and	the	subsequent	disbursements	
made	to	the	districts.	In	East	Central	Uganda,	this	action	by	Central	Government	was	
causing	a	waning	in	participation	in	the	budget	planning	process.	In	Northern	
Uganda,	the	donors	supported	the	funding	gaps	enabling	the	PRDP	implementation	
to	be	more	functional.	
Central	government	to	community	relationship	
The	President	championed	the	establishment	of	the	PRDP	and	emphasised	a	peace	
building	and	economic	growth	agenda.	However,	this	did	not	prioritise	health	care	
(Sec	5.3.2).	Often	medical	equipment	was	allocated	to	the	districts	during	
presidential	engagements	with	the	community	(Sec.	5.3.1).	Legislators	mainly	
interacted	with	their	constituents	during	election	season,	a	view	equally	expressed	
in	Northern	and	East	Central	Uganda	(Sec.	6.2.5).	The	performance	of	Members	of	
Parliament	was	judged	by	their	alms	giving	and	by	what	voters	understood	as	
tangibles	development.	Maternal	health	care	was	affected	by	these	expectations;	
meagre	district	and	national	resources	were	diverted	to	developing	Health	Centres	
II’s	that	lacked	the	capacity	to	provide	delivery	and	antenatal	care	services	
(Sec.5.3.1).	
There	was	a	lack	of	action	by	all	the	stakeholders	of	Central	Government	in	
addressing	the	unequal	distribution	of	midwives	across	the	country.	Health	worker	
packages	did	not	consider	the	difficult	post-conflict	environment.	Peaceful	regions	
like	East	Central	Uganda	provided	greater	opportunity	for	dual	employment	and	
attracted	health	workers	into	the	setting	(Sec.5.3.5).		
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7.1.2 Context		
	The	1996	Uganda	Constitution	provides	for	the	President	as	the	Head	of	State	to	
oversee	the	functions	of	MFPED.	The	President,	the	legislators	and	the	MFPED	
technocrats	are	bound	by	the	Constitution	to	equitably	address	the	basic	needs	of	all	
Ugandans.	Aligned	to	the	NRM’s	political	manifesto	was	the	country’s	pro-poor	
development	agenda	called	the	Poverty	Eradication	Action	Plan	(PEAP).		
Decentralisation	of	the	health	sector	is	part	of	the	Government’s	overall	
decentralisation	as	stipulated	in	the	Uganda	Constitution	and	enacted	in	the	1997	
Decentralisation	Policy.	For	Northern	Uganda,	the	PRDP	is	founded	on	similar	
precepts	as	the	PEAP	with	$100m	earmarked	for	programmes	in	Northern	Uganda	
for	three	years	from	2007.	Donors	were	expected	to	raise	an	additional	$200m	for	
the	PRDP.	
7.1.3 Formal	institutions	
Like	other	social	sectors,	health	care	got	a	low	priority	in	the	NRM	manifesto.	The	
manifesto	focuses	principally	on	ensuring	political	stability,	economic	
modernisation	and	industrialisation.	This	stipulated	greater	spending	on	defence,	
internal	security,	roads	and	energy.	The	PEAP	specified	a	strict	code	of	spending	
guided	by	the	Medium	Term	Expenditure	Framework.	
According	to	Article	79	of	the	Ugandan	constitution,	the	role	of	legislators	is	to	
represent	their	constituents	in	the	law	making	functions	of	the	Ugandan	Parliament,	
in	protecting	justice	and	good	governance.	The	2001	Budget	Act	provides	for	
legislators	to	scrutinise	and	vet	the	draft	budget.		
The	Parliament	Act	stipulates	for	the	creation	of	interest	groups,	like	example	
NAWMP,	that	perform	the	function	of	advocacy,	information	sharing	and	lobbying	
within	parliament	(Sec.	5.3.4).	Maternal	health	care	policies	like	the	Roadmap	(2007	
–	2013)	and	later	“the	Promise	Renewed	(2013)”,	give	guidance	for	the	equipping	of	
lower	level	health	facilities	with	human	resources	and	equipment	that	would	
enhance	their	capacities	to	handle	emergency	obstetric	care.	These	policy	
documents	fail	to	specify	Northern	Uganda’s	peculiar	maternal	health	needs.		
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The	health	ministry	is	obliged	by	the	Constitution	to	provide	upward	accountability	
for	funds	disbursed	by	Government.	Quarterly	appearances	at	Parliaments	Public	
Accounts	Committee	take	place.	The	health	ministry	with	MFPED	regularly	publish	
financial	and	programme	reports	that	are	disseminated	widely	to	all	stakeholders.	
The	Annual	Joint	Review	Mission	brings	together	all	health	sector	stakeholders	to	
appraise	its	performance	and	plan	for	subsequent	seasons.		
The	decentralisation	act	of	1997	actualises	constitutional	provisions	for	the	
devolution	of	political,	administrative	and	fiscal	decentralisation.		This	has	been	
partially	achieved	because	MFPED	still	plans	and	tightly	regulates	district	spending;	
disbursed	through	the	MOLG	to	respective	districts	on	the	basis	of	the	allocation	
formula.	The	formula	uses	a	deprivation	index	for	determining	equalisation	grants	
for	more	vulnerable	districts	across	the	country.	The	formula	does	not	factor	for	
displacement	or	social	disruptions	(Sec.5.2.4).		
There	are	a	number	of	centrally	procured	medical	equipment	that	are	to	be	
equitably	distributed	by	MFPED	to	the	various	health	facilities	serving	the	
communities	through	the	guidance	of	MOH	and	in	accordance	with	the	National	
Health	Policy.	
7.1.4 Informal	Institutions	–		
Presidentialism	-	The	President’s	powers	brought	finality	to	the	MFPED	policy	
actions	even	when	they	were	contrary	to	parliament’s	approved	health	sector	
budgets	(Sec.	5.3.1).	Again	the	President’s	relationship	through	the	technocrats	in	
MFPED	ensured	that	the	funding	of	actions	to	safeguard	peace,	security	and	
economic	development	were	prioritised	(Sec.	5.3.1).			
The	impact	of	presidentialism	on	the	developmental	agenda	was	reinforced	by	
development	agencies	buying	into	the	PRDP	agenda	(Sec.5.3.2).	During	the	post-
conflict	period,	the	President	used	his	authority	to	ensure	that	the	PRDP	programme	
was	well	funded	despite	the	implementation	challenges	(Sec	5.3.2).	
Unlike	Northern	Uganda	in	East	Central	Uganda,	the	immediate	impact	of	the	
Executive’s	influence	was	not	obvious.	Local	politicians	in	the	region	were	the	
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power	brokers;	as	it	were,	presidentialism	was	decentralised	–	as	I	discuss	further	
under	section	7.3.4.	
Political	Patronage	–	this	played	out	in	the	interactions	of	the	Executive	with	the	
rest	of	the	political	elite	as	well	as	with	more	peripheral	stakeholders	in	rural	
Northern	and	East	Central	Uganda.	The	President	rewarded	the	legislators	within	
his	camp	just	as	much	as	he	did	his	supporters	in	the	rural	communities.	The	
legislators	were	under	pressure	to	compromise	their	independence	and	follow	pro-
development	model	that	did	not	favour	the	health	sector	(Sec.	5.3.1).	
Gender	Roles	-	It	was	notable	that	both	the	women	and	men	recognised	maternal	
health	issues	as	primarily	a	concern	for	female	legislators.	The	male	legislators	
would	participate	in	maternal	health	related	causes	whenever	emotive	issues	were	
raised.	The	female	legislators	were	seen	as	the	natural	champions	for	maternal	
health.	In	effect,	this	attitude	was	a	conveyance	of	traditional	norms	into	parliament	
(Sec	5.3.4).		
Corruption	-	Respondents	described	how	members	of	influential	legislative	
committees	received	illegal	payments	for	guaranteeing	loans	for	public	projects	
(Sec.5.3.1).	It	is	certainly	possible	that	this	behaviour	was	influencing	the	status	of	
maternal	health	in	North	and	East	Central	Uganda.	The	pilferage	of	PRDP	funds,	
shoddy	construction	work	that	were	reportedly	engineered	both	at	central	and	
district	local	government	level	limited	the	effectiveness	of	the	programme	(Sec.	
5.3.2)		
Collective	Action	-	The	action	legislators	took	in	favour	of	maternal	health	reflected	
the	importance	of	collective	action.	The	collective	action	enabled	four	functions	to	
take	place:	i)	it	promoted	the	legislators	from	the	lowly	position	in	their	power	
relationship	with	the	executive	(Sec.	5.3.1);	ii)	it	provided	the	numerical	strength	
required	for	the	passing	of	pro-maternal	health	bills.	This	was	seen	in	the	bipartisan	
vote	that	blocked	the	use	of	externally	sourced	loans	until	provisions	were	made	for	
maternal	health	(Sec.	5.3.1);	iii)	it	protected	the	legislators	from	punitive	political	
discipline	(Sec.	5.3.1.);	iv)	the	collective	action	was	perceived	as	a	representation	of	
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national	opinion	and	made	it	politically	expedient	for	the	executive	and	MFPED	to	
respond	to	health	care	concerns	raised	(Sec.	5.3.1)	
7.1.5 Incentives	–		
The	maternal	health	care	agenda	was	in	competition	with	the	peace	building,	
stabilisation	and	economic	development	model	that	was	prioritised	by	the	policy	
elite.	Existing	formal	and	informal	institutions	favoured	the	latter	model	during	the	
post	conflict	period	in	both	Northern	Uganda	and	East	Central	Uganda.	
Weak	maternal	health	care	policy	
The	Ugandan	maternal	health	policies	failed	to	detail	strategies	that	maternal	health	
policy	advocates	could	use	to	agitate	for	more	appropriate	services	targeting	the	
unique	needs	of	Northern	and	East	Central	Uganda	(Sec.	5.2.3).		The	lack	of	
understanding	of	maternal	health	care	policies	by	legislators	and	other	lobbyists	
limited	the	effectiveness	of	such	policies	(5.3.3).		
Strong	grounded	pro-development	national	policies	
The	pro-development	policies	like	the	PEAP	and	other	complementary	policies	had	
gone	through	a	process	of	feedback	and	amendment	by	government	over	several	
years	however	they	continued	to	carry	their	limited	focus	on	maternal	health	care.	
The	pro-development	model	adopted	was	well	articulated	and	appreciated	by	a	
wider	group	of	stakeholders.	The	adoption	of	the	sector	wide	approach	and	
emphasis	on	the	Uganda	National	Minimum	Healthcare	package	were	part	of	this	
model	but	failed	to	translate	into	investments	that	could	have	strengthened	
maternal	health	care	(Sec	5.3.1).	In	other	words	there	was	a	strong	ideological	
incentive	for	the	President,	Ministry	of	Finance	and	donor	agencies	like	the	World	
Bank	to	pursue	this	model	yet	its	stringent	control	of	spending	and	focus	on	
infrastructural	development	was	not	supportive	of	the	immediate	requirements	for	
maternal	healthcare	strengthening.	
The	PRDP	approach	was	testament	to	the	fact	that	donor	communities	had	bought	
into	the	PEAP	pro-development	model.	There	was	greater	focus	on	infrastructural	
development	and	less	on	“software”	during	the	post	war	reconstruction	effort.		
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PRDP	funds	did	not	go	towards	hiring	health	care	workers,	community	health	
workers	or	referral	and	ambulance	services.	The	PRDP	approach	enabled	donors	to	
have	their	funds	spent	on	more	noticeable	projects	(Sec.	5.3.2).			
Information	asymmetry	and	the	policy	elite	power	relationships	
The	strong	connection	between	MFPED	technocrats	and	the	Executive	gave	the	
former	the	clout	to	pursue	their	preferred	pro-development	model	irrespective	of	
parliamentary	decisions	(Sec.	5.3.1).	The	President-finance	technocrat	interest	
group	held	privileged	information	about	the	management	of	the	national	budget.	
This	strengthened	their	privileged	position	further	(Sec.	5.3.1).		
Collaboration	between	the	legislators	and	civil	society	produced	well-packaged	
information	about	the	real	needs	in	the	community	that	were	emotive	enough	to	
garner	collective	action	amongst	the	legislators.	The	President	rewarded	those	that	
supported	his	political	agenda.	However,	on	occasion,	collective	action	made	it	
possible	for	the	legislators	to	support	more	spending	in	the	health	sector	support	
that	was	often	parallel	to	the	President’s	preferred	approach	to	development	(Sec.	
5.3.3).		
Relationship	with	the	development	agencies	
Development	partners	that	were	stakeholders	for	maternal	health	governance	fell	
into	two	categories.	The	first	were	mainly	international	Financing	institutions	like	
the	World	Bank	and	IMF	that	had	a	long-standing	working	relationship	with	MFPED	
and	the	President	and	had	for	long	been	key	to	the	country’s	economic	policy	
development.	They	were	also	instrumental	in	the	development	of	the	PRDP.	This	
donor	group	was	motivated	to	promote	the	government’s	peace	and	development	
approach	both	with	regard	to	Northern	Uganda	and	to	the	country	at	large	(Sec.	
5.3.2).		
Another	group	were	the	health	developmental	partners	that	included	WHO	and	
UNFPA;	they	supported	advocacy	and	policy	reform.	This	group	of	donors	were	
associated	with	legislators	in	the	policy	elite	group	and	as	health	oriented	were	
mandated	to	promote	maternal	health	related	issues	as	this	study	shows	(Sec.	5.3.3).			
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Patronage	politics	
Patronage	had	a	strong	bearing	on	political	activity	both	at	policy	and	operational	
level.	Akin	to	his	approach	at	the	central	government	level,	the	President	had	
extended	his	approach	of	rewarding	political	support	to	the	decentralised	level.	
Pledges	by	the	President	to	provide	one	service	or	another,	whether	they	were	
honoured	or	not,	played	a	role	in	incentivizing	the	electorate	into	voting	for	the	
ruling	party	(Sec.	5.3.2).		
Political	corruption	being	the	norm	meant	that	Members	of	Parliament	were	
expected	to	pay	their	voters	for	attending	constituency	consultative	meetings.	
Legislators	were	therefore	strongly	motivated	to	stay	away	from	their	
constituencies	till	the	next	election	season	(Sec.	6.2.5).	This	exchange	of	political	
support	for	handouts	appeared	more	prevalent	in	East	Central	Uganda,	than	in	
Northern	Uganda.	
Gender	Roles			
Women	politicians	in	Uganda’s	parliament	considered	it	as	a	moral	incentive	to	
identify	with	women	in	the	communities	given	their	own	experiences	as	mothers,	
midwives,	or	wives	(Sec	5.3.4).	They	were	able	to	empathise	with	the	challenges	that	
women	in	the	communities	faced	in	childbirth.	The	interest	group	NAWMP–Uganda	
Chapter	was	created	on	this	premise;	it	went	on	to	successfully	garner	collective	
action	from	a	number	of	stakeholders.	However,	in	a	bid	to	maintain	national	
representativeness	and	avoid	the	sectarian	tendencies	associated	with	Uganda’s	
violent	past,	the	women	legislators	failed	to	respond	to	the	maternal	health	needs	of	
special	groups	across	the	country,	and	in	particular,	the	special	reproductive	health	
needs	of	women	in	the	post-conflict	setting	of	Northern	Uganda	(Sec	5.3.4).		
Attribution	
Particular	development	partners	needed	to	retain	a	level	of	recognition	for	their	
funding	and	technical	support	efforts	and	therefore	opted	to	provide	their	funding	
to	Northern	Uganda	outside	PRDP’s	pool	or	basket	funding	mechanism.	It	was	
stated	that	this	was	necessary	for	their	corporate	image	and	for	accountability	to	the	
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home	country	taxpayer.	The	overall	impact	on	maternal	health	care	development	
was	therefore	hard	to	manage	and	monitor	(Sec.	5.3.2).	This	however,	does	not	
disregard	the	fact	that	some	donors	had	poor	confidence	in	national	processes	and	
accountability	for	funds.	
Political	Legacy	
The	President	had	a	strong	imperative	to	focus	on	building	peace	and	stability	in	
Northern	Uganda.	It	was	in	line	with	the	long	held	values	of	the	NRM	government	
and	its	desire	to	steer	Uganda	away	from	a	warring	past	(Sec,	5.2.3).	
The	legislators,	on	the	other	hand,	were	motivated	to	set	precedent	and	outshine	
their	predecessors	in	parliament.	This	was	incentive	enough	to	override	the	fear	of	
going	against	the	party’s	political	stance	(Sec	5.3.1).	Similarly,	by	championing	
maternal	health	causes,	NAWMP	had	raised	profiles	of	Uganda’s	women	
parliamentarians	amongst	their	peers	across	Africa	as	well	with	the	more	politically	
aware	Ugandan	electorate	(Sec.	5.3.4.).	
7.1.6 Discussion	of	Central	Government	Governance	Relationships					
From	the	summary	above,	and	with	regard	to	the	health	sector	emerges	a	picture	of	
a	more	dominant	peace	and	economic	model	to	development;	and,	a	less	dominant	
socio	economic	model.		The	policy	elite	promoted	the	more	dominant	approach,	
with	presidentialism	as	its	driving	force.	In	spite	of	this,	women	legislators	played	
an	important	role	in	getting	some	maternal	health	care	concerns	through	into	
policy.	Post	conflict	Northern	Uganda,	however,	did	not	benefit	from	this	effort.		
Presidentialism		
As	I	indicate	in	this	study	the	International	Finance	Institutions;	the	President	of	
Uganda;	and,	technocrats	in	MFPED	(that	included	the	Central	Bank	officials)	were	
the	dominant	policy	stakeholders.	They	had	a	preference	for	a	policy	approach	that	
focused	on	political	and	macroeconomic	stability,	and	infrastructural	development.	
The	legislators,	also	part	of	this	elite	group,	were	less	influential	but	were	able	to	
occasionally	promote	interventions	supportive	of	maternal	health	care	that	
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nonetheless	lacked	in	specificity	in	regard	to	the	health	related	peculiarities	of	the	
different	sub	regions.		
Moncriefe,	Nsabagasani,	and	Kayabwe	(2003)	also	recognise	the	same	power	
relationship	amongst	Uganda’s	political	elite	with	President	Yoweri	Museveni	
playing	a	dominant	role	in	Uganda’s	politics	by	“setting	the	policy	priorities	and	
establishing	the	policy	direction”(p.29).		
Uganda	has	had	a	long	history	of	executive	dominance	that,	as	Kasfir	and	Twebaze	
(2005)	state	that	can	be	traced	back	to	the	first	decade	after	independence31.	The	
Movement	“No-party”	system	deliberately	instituted	measures	within	the	1995	
Constitution,	that	included	providing	parliament	with	specific	decision-making	and	
accountability-seeking	provisions	so	as	to	kerb	the	powers	that	the	1967-
Constitution	gave	the	president.	But	akin	to	Kasfir	and	Twebaze’s(2005)	conclusion	
my	study	shows	that	these	powers	have	long	since	been	eroded	by	neo-patrimonial	
tendencies.	It	is	now	politically	expedient	to	work	within	the	bounds	of	a	policy	
framework	that	is	agreeable	to	the	President.		
In	many	countries,	executive	dominance	has	been	seen	as	a	force	for	good	under	
special	circumstances	(Chaisty,	Cheeseman,	and	Power,	2012).	In	Kenya	and	Brazil	
for	instance,	the	presidents	reigned	over	a	broad	coalition	government	by	using	
their	executive	powers	to	expand	the	cabinet,	and	increasing	funding	for	the	ruling	
party’s	patron-client	networks	and	in	the	process	won	over	support	from	political	
dissenters.	In	Uganda,	with	far	reaching	consequences	on	maternal	health,	President	
Museveni	is	notably	known	to	have	used	such	authority	to:	constitutionally	
guarantee	women	one	third	of	the	seats	in	parliament;	appoint	a	woman	as	Speaker	
to	Parliament;	and,	appoint	women	to	senior	cabinet	positions	(Bauer,	2012).		
Uganda’s	society	is	highly	fragmented,	divided	along	ethnic	and	religious	lines.	
Though	this	did	not	come	out	distinctly	in	the	results,	it	remains	anecdotally	
																																																								
31	In	1967	Prime	Minister	Milton	Obote	singlehandedly	drafted	a	new	constitution,	ordering	the	national	
assembly	to	become	a	constituent	assembly	and	had	it	debated	and	adopted	within	three	months	thereafter	
declaring	himself	President	without	elections.	Similarly,	the	rule	by	Idi	Amin	(1971	–	79)	and	again	Milton	Obote	
(1980	–	85)	were	characterized	by	policy-making	by	decree	(Moncrieffe,	2004).	Also	see	chapter	three	for	more	
details	on	this	history.		
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recognised	as	an	important	factor	perpetuating	the	unfair	distribution	of	the	
country’s	resources.	Morrissey	and	Verschoor	(2006)	concur	that	under	the	“No	
Party”	Movement	system,	President	Museveni	used	his	powerful	influence	over	the	
legislature	and	finance	ministry,	coupled	with	his	backing	from	the	donors	to	push	
for	pro-poor	reforms	that	ring-fenced	the	country’s	meagre	resources	for	the	poor	
nationally	including	Northern	Uganda	during	the	post	conflict	period.		
My	research	findings	indicate	that	the	return	to	multiparty	politics	may	have	been	
one	of	the	factors	that	appeared	to	distract	the	President	from	the	pro-poor	reform	
that	he	had	earlier	on	been	credited	for.	He	was	drawn	into	investing	in	patronage-
networks	to	ensure	his	political	party’s	survival.	The	advent	of	multiparty	politics	
may	have	watered	down	the	good	effects	of	presidentialism.	However	because	the	
pro	poor	approach	did	not	favour	maternal	health	for	Northern	Uganda,	the	
adoption	of	multipartyism	portended	better	prospects	for	health	care	quality	and	
access;	and	more	particularly	for	Northern	Uganda.	
While	Buse	and	Booth	(2008)	also	hold	this	same	view	other	researchers	posit	that	
political	corruption,	excessive	presidentialism,	and	neo-patrimonialism	were	
already	evident	long	before	the	multiparty	dispensation	was	re-instituted	into	
Ugandan	politics	(Hickey,	2003).	Nevertheless	as	my	study	suggests,	if	any	change	
took	place	during	the	“no-party”	political	period	to	improve	access	to	maternal	
health	care	services	it	did	not				extend	to	Northern	Uganda,	which	was	in	the	thick	
of	conflict	at	the	time.		
The	role	of	donor	and	MFPED	
My	study	portrays	the	influence	of	the	donor	in	the	state’s	decision-making.	Their	
influence	on	Uganda’s	policy	development	and	implementation	was	palpable	long	
before	the	war	in	Northern	Uganda	came	to	an	end.	Harrison	(2001)	attributes	this	
nature	of	donor	involvement	to	a	post-conditionality	donor	aid	strategy	that	Uganda	
and	a	few	other	African	states	in	the	1990s	benefited	from.	By	gaining	such	a	
favoured	status	with	the	aid	donors	the	more	distinctly	impersonal	donor-recipient	
conditional	approach	to	aid	funding	was	abandoned	for	one	based	on	mutual	trust	
and	shared	goals.	The	new	approach	that	Harrison	(2001)	describes	as	a	“more	of	
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carrot	and	less	of	stick”	(pg.659)	approach	entailed	greater	use	of	financial	
incentives	often	accompanied	by	the	embedding	of	donor	personnel	in	the	recipient	
state	institutions	of	governance	and	finance.		
Analogous	to	my	findings,	researchers	note	that	closer	collaboration	between	the	
government	and	the	donors	was	advantageous	to	Northern	Uganda.	The	donors	had	
greater	leverage	in	ensuring	that	Northern	Uganda’s	plight	was	attended	to	by	
government;	hence	the	declaration	of	the	region	as	a	disaster	area	and	subsequently	
the	cessation	of	hostilities.			
My	study	also	shows	that	the	“principal-agent”	relationship	between	MFPED	and	the	
legislators	and	the	wider	public	was	flawed.	MFPED	as	agent	held	vital	information	
about	the	country’s	health	care	financing	modalities	that	was	not	adequately	shared	
with	other	stakeholders	either	due	to	its	technicality	or	due	to	deliberate	
sanctioning	of	information	(see	Sec.	5.3.2).	As	also	noted	by	Hickey	(2005)	the	lack	of	
knowledge	limited	the	capacity	of	parliament	to	agitate	for	better	health	care	
spending.		
Furthermore,	this	study	finds	that	MFPED	played	a	major	role	in	the	Chief	
Executive’s	initial	reluctance	to	support	special	programming	for	Northern	Uganda	
during	its	period	of	transition	(Sec.	5.3.1).	This	is	corroborated	by	a	Ministry	of	
Finance	working	paper	that	cautions	against	having	special	programmes	for	
Northern	Uganda	lest	the	region	is	isolated	from	mainstream	national	political	and	
economic	processes	by	such	action	(MFPED	and	OPM,	2003).		
Contrary	to	my	findings	that	suggest	that	MFPED	was	withdrawing	or	withholding	
funds	already	allotted	to	the	health	sector,	earlier	research	points	to	the	Poverty	
Alleviation	Fund	(PAF)	as	having	been	functional	during	the	study	period,	
channelling	funds	saved	from	the	Heavily	Indebted	Poor	Countries	(HIPC)	Initiative	
into	the	health	and	education	sector.	However,	Lentz	(2014)	still	suggests	that	at	
decentralized	level,	PAF	secured	funds	were	not	assisting	the	poor.	The	absorption	
capacity	at	districts	level	was	weak:	they	lacked	the	technical	capacity	to	
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appropriately	use	the	funds.	Given	Northern	Uganda’s	more	severe	human	resource	
constraints	this	limitation	was	of	greater	consequence.		
The	role	of	female	legislators	on	health	policy	
A	number	of	Ugandan	studies	validate	my	findings	of	women	legislators	having	
played	an	important	role	in	national	governance,	in	this	case	linked	to	maternal	
health	care.		
Wang	(2013)	gives	a	detailed	account	of	the	Uganda	Women’s	Parliamentary	
Association	(UWOPA)	having	had	a	fledgling	existence	until	the	2006	resumption	of	
multiparty	politics	when	UWOPA	spearheaded	the	passing	of	a	number	of	women-
friendly	legislations.		
The	conclusions	of	a	systematic	review	of	research	on	women’s	involvement	in	
contemporary	politics	around	the	world	by	Bauer	(2012)	mirrors	the	findings	of	my	
study.	The	review	recognises	that	two	factors	enhanced	African	women’s	
accomplishments	in	parliament:	the	women’s	parliamentary	caucuses	cut	across	
party	lines;	and,	the	women	parliamentarians	invigorated	their	advocacy	work	and	
information	sharing	activities	through	technical	support	that	they	gained	from	
partnerships	forged	with	women	activists	and	gender-support	civil	society	
organisations.	Wang	(2013)	in	addition	notes	that	women	legislators	formed	
coalitions	with	their	male	counterparts	and	alliances	with	technocrats	in	the	line	
ministries	in	a	bid	to	pass	pro-women	legislations.	This	study	recognised	that	such	
efforts	by	UWOPA	and	NAWMP	led	to	additional	funding	for	maternal	health	care.		
The	women	legislators	to	some	degree	addressed	equity	in	the	distribution	of	
resources	by	insisting	on	the	supply	of	resources	for	maternal	health	to	lower	level	
health	facilities.	However,	the	legislators	failed	to	emphasise	the	special	health	
related	needs	of	the	population	of	Northern	Uganda	who	were	facing	the	double	
tragedy	of	being	impoverished	and	carrying	the	greatest	disease	burden	as	well	as	
emerging	from	a	long	standing	conflict.	My	study’s	account	about	the	female	
legislator	that	highlighted	the	plight	of	children	with	Nodding	Syndrome	shows	the	
capacity	that	Women	Parliamentarians	had	to	advocate	for	the	special	health	
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challenges	facing	the	region.	A	UNDP	(2015a)	report	uses	Uganda’s	parliament	
hansards	of	2010,	2011	and	2012	to	show	that	the	women	parliamentarians	from	
Northern	Uganda	raised	a	number	of	gender	related	concerns	on	the	floor	of	
parliament,	such	as	sexual	and	gender	based	violence	and	property	ownership	
rights.	It	was	however	noteworthy	that	maternal	health	care	was	not	one	of	the	
issues	discussed.		
No	specific	health	reform	for	post	conflict	Northern	Uganda	
The	entire	nation	Uganda	was	itself	20	years	post-conflict	by	the	time	the	regional	
war	in	Northern	Uganda	was	ending.	My	study	indicates	that	the	government’s	
response	to	the	maternal	health	care	needs	of	Northern	Uganda	had	a	lot	to	do	with	
policy	reforms	opted	for	earlier	on	as	the	entire	nation	(including	East	Central	
Uganda)	recovered	from	the	war	in	1986	that	ushered	the	NRM	government	into	
power.	As	evidenced	from	DHS	data	(that	I	reviewed	in	Chapter	three)	and	focus	
group	discussions	that	I	conducted	in	both	Northern	and	Eastern,	it	is	notable	that	
though	Uganda	did	not	attain	its	MDG	goals	there	was	an	improvement	in	access	and	
utilisation	of	maternal	health	service	across	the	country.	
My	study’s	policy	analysis	and	interview	findings	share	concurrence	with	Carlson’s	
(2004)	conclusion	that	the	Ugandan	government	minimised	the	Northern	Ugandan	
crisis	to	a	“	‘micro-difficult	environment’	within	a	more	stable	‘macro	non-difficult	
context’	”	(pg.105).	This	appeared	to	have	shaped	the	government	unaltered	
approach	of	handling	the	region’s	health	care	needs.	Indeed,	Uganda’s	donor	
partners	accepted	this	attitude	and	did	not	apply	pressure	on	government	to	
address	Northern	Uganda’s	special	health	sector	needs	before	or	after	the	end	of	
conflict	(ACCS,	2013).		
Carlson	(2004)	suggests	that	the	lack	of	action	by	government	was	due	to	an	
absence	of	willingness	to	address	the	needs	in	the	North.	My	research	did	not	
discover	any	evidence	of	this	lack	of	willingness,	probably	reflecting	a	change	in	
attitude	amongst	the	different	stakeholders	following	the	end	of	conflict.	My	study	
indicates	that	the	lack	of	response	was	more	a	result	of	a	critical	information	gap	
between	the	Office	of	the	Prime	Minister	and	the	sector	ministries.	In	addition,	the	
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line	ministries	lacked	the	technical	capacity	to	contribute	specific	responses	by	
government	to	the	peculiar	health	care	needs	of	the	region	(Sec.	5.3.2)	(Sec.	5.3.2).		
7.2 Central	health	sector	level	to	decentralised	governance	stakeholders	
relationship	
This	level,	denoted	as	“H”	in	the	study	conceptual	framework,	considers	the	
governance	linkage	between,	governance	stakeholders	working	within	MOH	at	
central	level,	other	sector	ministries	that	play	a	role	in	health	care,	and	the	
decentralised	health	care	system.	The	other	line	ministries	with	a	stake	in	health	are	
the	Ministry	of	Local	Government,	the	Ministry	of	Public	Service,	the	Ministry	of	
Gender,	and	the	Ministry	of	Education	and	Sports.	The	interviews	for	this	group	
were	predominantly	conducted	with	stakeholders	within	the	Health	Ministry.		
7.2.1 Overview		
During	the	post-conflict	period,	with	the	devolution	of	health	care	provision	to	the	
decentralised	health	system,	MOH	concentrated	on	providing	policy-making,	policy	
guidance,	monitoring,	and	support	supervision.	Inadequate	funding	from	the	MFPED	
hampered	MOH	playing	its	supervisory	role	in	the	implementation	of	policy	
(Sec.5.3.3).	MOH	played	an	indirect	role	in	addressing	the	human	resources	for	
health	challenges	in	the	post	conflict	setting.	It	had	to	negotiate	with	MFPED	and	the	
Ministry	of	Public	Service	in	order	to	get	more	health	workers	recruited	(Sec.	5.3.5).	
MFPED	was	seen	to	consult	MOH	to	some	extent	with	regard	to	resource	allocation	
(5.3.3)	
MFPED	and	donor	agencies	selectively	funded	the	health	ministry’s	activities,	
severely	restricting	its	governance	role	at	district	level	(Sec	5.3.1).	The	situation	was	
made	worse	by	frequent	delays	in	disbursement	and	the	arbitrary	withdrawal	of	
funds	from	the	health	sector	accounts	on	occasion	(Sec	5.3.1).	The	support	
supervision	teams	from	different	departments	of	the	health	ministry	often	exhibited	
incoherence	in	the	policy	guidelines	that	they	followed	(Sec.	5.3.2).		
Towards	the	end	of	the	war,	more	policy	documents	began	to	capture	the	unique	
challenges	of	the	region	(Source:	Policy	Analysis	section	5.2.3	and	5.2.4).	However	
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policies	generated	by	MOH	did	not	lead	to	an	appropriate	response	to	the	maternal	
health	care	needs	of	Northern	or	East	Central	Uganda.	The	technocrats	had	limited	
capacity	to	appropriately	translate	the	health	policy	to	suit	the	different	contexts	
across	the	country	(Sec.	5.3.3).	The	country’s	maternal	health	policies	were	often	
adoptions	of	templates	prepared	by	global	agencies	(Sec.	5.3.3).	
The	Ministry	of	Health	is	faulted	for	having	failed	to	provide	adequate	technical	
guidance	as	the	PRDP	programme	for	Northern	Uganda’s	health	sector	was	being	
rolled	out	(Sec.	5.3.2).		
7.2.2 Context			
The	Poverty	Eradication	Action	Plan	is	the	overarching	policy	within	which	all	
health	care	policies	are	aligned.	The	stringent	macroeconomic	policies	act	as	a	
counterbalance	to	the	health	sector’s	policy	aspirations	providing	affordable,	
equitable	and	acceptable	care	to	all	in	the	land.	The	Poverty	Action	Fund	ring-fences	
some	funds	for	the	functioning	of	the	decentralised	health	care	system.	The	National	
Health	Policy	describes	how	the	different	social	sector	ministries	including	the	
health	sector	work	together	to	improvement	the	health	status	of	all	Ugandans.	The	
National	Health	Policy	(1999	–	2009)	which	was	developed	after	Uganda’s	
development	partners	deferred	with	the	recommendations	of	the	1987	Health	
Policy	Review	Commission	and	provided	guidance	for	the	adoption	of	Primary	
Health	Care	in	line	with	the	Alma	Ata	Declaration	of	Health	for	All	(HFA).	The	PHC	
adoption	also	prompted	the	restructuring	to	the	health	ministry	with	many	key	
functions	decentralised	or	shifted	to	other	line	ministries.	Medical	training	was	
transferred	to	Ministry	of	Education,	health	care	financing	to	the	Ministries	of	
Finance	and	Local	government	and,	human	resource	management	to	the	Ministry	of	
Public	Service.	
7.2.3 Formal	institutions	
	The	Health	sector	strategic	plan	II	gives	guidance	on	how	MOH	amongst	other	
stakeholders	work	to	achieve	equitable	health	service	delivery.	The	maternal	health	
policies	specify	how	to	improve	the	availability,	access,	and	utilization	of	quality	
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maternal	and	new	born	care	services.	The	Human	Resources	for	Health	Policy	
articulates	the	equitable	distribution,	training	and	remuneration	of	health	workers.	
Powers	to	recruit	and	deploy	health	workers	lies	with	the	Ministry	of	Public	Service	
and	the	Health	Service	Commission.	MOH	supervises	their	professional	
performance.	All	these	documents	lack	detail	of	how	equity	will	be	achieved	in	the	
different	regions	of	the	country	including	the	post	war	recovery	needs	of	Northern	
Uganda	(Source:	policy	analysis	section	5.2.3	and	5.2.4).	Many	Ugandan	health	
policies	are	adoptions	of	international	developed	health	policies.	Technocrats	at	the	
health	ministry	often	wrote	policies	at	the	behest	of	different	development	partners	
and	health	care	interest	groups	(Sec.	5.3.3).	These	policies	are	often	incoherent	with	
standing	government	policy,	not	budgeted	and	lack	guaranteed	funding.	Many	of	the	
documents	are	never	implemented	(Sec.	5.3.3).	
7.2.4 Informal	institutions	
MoH	was	seen	as	having	given	little	priority	to	the	PRDP.	Junior	central	ministry	
staff	handled	the	health	ministry’s	participation	in	the	PRDP	planning	and	
implementation	process.		They	lacked	the	decision-making	authority	and	were	not	
providing	effective	feedback	to	their	superiors	at	the	health	ministry	(Sec.	5.3.2).	
PRDP	health	sector	investment	decisions	were	left	for	respective	district	health	
teams	to	make	with	limited	guidance	from	the	health	ministry	(Sec.	5.3.2).	This	had	a	
direct	bearing	on	the	impact	of	the	PRDP	on	Northern	Uganda’s	health	sector.		
7.2.5 Incentives		
The	line	ministry	officials	were	not	keen	in	participating	in	the	PRDP	planning	
process.	This	may	have,	in	part,	been	related	to	the	limited	information	that	was	
shared	by	MFPED	and	OPM	with	regard	to	the	PRDP	and	its	mandate	in	
reconstructing	Northern	Uganda’s	health	sector	(Sec.	5.3.2).		
Ministry	of	Health	personnel	were	motivated	by	hotel	retreats	and	paid	generous	
honoraria	to	adopt	a	number	of	international	health	policies	even	though	they	were	
not	necessarily	implemented.	On	the	other	hand,	the	international	agencies	
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sponsoring	policies	were	under	pressure	to	have	policies	that	they	sponsored	
adopted,	that	were	important	for	the	poorly	paid	public	servants	(Sec.	5.3.3).	
7.2.6 Discussion	–	Health	central	ministry	level	
My	evaluation	of	the	Ugandan	Ministry	of	Health	portrays	it	as	powerless,	among	
the	key	national	level	health	system	governance	stakeholders.	In	this	discussion	the	
lack	of	clout	explains	MoH’s	poor	performance	at	sub	national	level,	but	more	
particularly,	MoH’s	absence	in	the	planning	and	execution	of	PRDP	projects	in	the	
health	sector	of	Northern	Uganda.	At	the	centre	of	MoH’s	incapacity	at	sub	national	
level	is	a	long	standing	ideological	struggles	with	MFPED	and	its	allies.		
An	ideological	struggle		
The	finance	ministry	was	the	health	ministry’s	nemesis	with	regard	to	the	
prioritisation	of	health	policy.	Hickey	(2005)	who	also	recognised	the	unique	power	
relationship	between	these	two	Ugandan	sectors	described	them	to	be	in	a	
“hegemonic	struggle”(pg.1002).	Other	social	service	ministries	and	civil	society	were	
recognised	as	allies	of	the	health	ministry	in	this	ideological	standoff.	On	the	other	
hand,	officials	of	the	International	Funding	Institutions	and	members	of	the	private	
sector	that	favoured	greater	investment	in	the	economic	sector	were	allies	of	
MFPED	and	the	policy	elite.	Fulfilling	the	Health	Ministry’s	wishes	implied	increased	
borrowing	and	spending	by	Government.	The	MFPED	approach	would	mean	the	
restriction	of	pro	poor	policy	reform	to	programmes	that	supported	income	
generation	and	infrastructural	investment	as	Hickey	(2005)	also	suggests.	Given	
MFPEDs	influence	with	the	policy	elite,	as	Brock	et	al	(2002)	puts	it,	the	policy	space	
had	been	restricted	and	controlled	by	MFPED.	In	part,	this	had	been	achieved	by	
keeping	the	health	ministry	and	other	social	welfare	promoters	in	the	dark	about	
decisions	made	on	health	care	spending,	often	going	against	the	agreed	budget	for	
the	sector.	Being	stripped	of	key	responsibilities	further	weakened	the	health	
ministry’s	position	in	the	power	relationship.			
The	genesis	of	the	decision	to	strip	MOH	of	its	powers	is	etched	in	the	country’s	
political	history.	Macrae,	Zwi	and	Gilson	(1996)	describe	MOH	during	the	first	few	
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years	of	the	NRM	Government’s	rule	as	having	been	a	highly	bureaucratic	
organisation	that	was	mainly	managed	by	clinicians	that	had	limited	managerial	
skills.	Their	post	conflict	recovery	strategy	reflected	a	preference	for	a	centrally	
controlled,	hospital-based	health	care	system.	The	new	government,	civil	society	
and	the	donor	agencies	were	against	this	approach.	They	were	more	in	concurrence	
with	Primary	Health	Care	oriented	health	care	reform	in	accordance	with	the	1978	
Alma	Ata	agreements.	This	meant	the	restructuring	of	the	health	ministry	and	
decentralizing	a	number	of	health	sector	functions	to	the	districts	in	line	with	the	
PEAP	(Jeppsson,	2003).		
However	as	I	highlight	in	this	study,	the	government	has	been	rethinking	the	
current	health	ministry;	some	of	the	governance	challenges	faced	at	decentralised	
level	have	led	to	a	recentralising	of	key	health	system	functions	including	medicines	
procurement	and	distribution,	and	human	resource	management	(Sec.	6.3.2).		
The	tendency	to	create	“super”	finance	ministries	is	apparently	a	common	
phenomenon	across	the	aid-dependent	world	according	to	Wilks	and	Lefrancois	
(2002).	It	comes	out	of	a	shared	ideology	between	IFIs,	recipient	government	
economists	and	planners	and	the	political	elite	that	considers	trade,	fiscal	
liberalisation,	and	investment	in	infrastructural	development	as	a	prelude	to	
poverty	reduction	and	social	development	(Wilks	and	Lefrançois,	2002).		
Just	as	Pavignani	and	Durao	(1999)	note,	in	Mozambique,	another	post	conflict	
setting,	it	was	already	recognised	that	the	central	health	ministry	needed	to	have	
free	reign	over	important	financial	and	management	functions	if	the	health	system	
was	to	be	more	responsive	to	the	peculiar	needs	of	different	parts	of	the	country.	It	
was	recognised	that	the	finance	ministry	had	too	many	vested	interests	that	would	
interfere	with	health	sector	rehabilitation	(Pavignani,	1999).	The	peculiar	health	
care	needs	of	post	conflict	Northern	Uganda	and	non-conflict	East	Central	Uganda	
may	have	benefited	from	such	an	approach.		
It	is	also	notable	that	Claussen	et	al	(2008)	absolves	MoH	for	its	absence	from	
Northern	Uganda	during	the	post	conflict	rehabilitation	process.	The	researchers	
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indicate	that	despite	the	setting	up	of	the	Inter	Ministerial	Technical	Committee	
(ITMC)	that	offered	all	line	ministries	with	a	forum	to	participate	in	the	planning	
and	execution	of	the	reconstruction	programme,	MFPED	and	the	Office	of	the	Prime	
Ministry	consistently	failed	to	convene	these	meetings.	In	effect	the	MoH	was	side-
lined	by	this	process.	MFPED	preferring	to	engage	directly	with	the	district	health	
teams	during	its	planning	efforts	(Claussen	et	al.,	2008).	
7.3 Decentralised	health	system	to	community	relationship	
The	decentralised	health	system	includes	the	politicians	and	technocrats	managing	
the	district	local	government	as	well	as	the	health	providers	working	in	the	different	
health	facilities.	It	also	includes	the	CSOs	supporting	the	delivery	of	health	care	
services	to	the	community.	“D”	in	the	conceptual	framework	in	figure	7.1	denotes	
the	governance	relationship	between	this	group	of	stakeholders	and	the	community.	
7.3.1 Overview		
During	the	immediate	post-conflict	period,	an	allocation	formula	guided	the	
disbursement	of	funds	for	the	health	sector	to	the	post	conflict	and	non-conflict	
regions	of	the	country;	however	it	was	not	consistently	used	(Sec.	5.3.1).	For	
Northern	Uganda,	additional	funds	to	support	the	resettlement	process	were	
channelled	through	various	projects	coordinated	by	the	Office	of	the	Prime	Minister	
and	implemented	through	the	district	local	governments.	Many	district	health	teams	
often	lacked	planning	and	implementation	skills.	This	had	an	impact	on	the	level	of	
support	obtained	by	the	district	level	health	sector.	There	were	fewer	donor	
agencies	funding	projects	in	East	Central	Uganda	to	support	the	district	health	
teams	in	addressing	these	challenges.		
In	the	newly	created	district	of	Lamwo,	the	technical	and	political	teams	addressed	
the	challenges	affecting	maternal	health	care	utilisation	through	effective	leadership	
and	collective	action	by	donors,	politicians	and	district	technocrats	(Sec.6.3.1).	The	
district	technocrats	in	East	Central	Uganda	welcomed	the	recentralisation	of	
medical	supplies	procurement	and	health	worker	recruitment	(Sec.	6.3.2).	The	
creation	of	new	districts,	in	both	regions,	resulted	in	the	unequal	splitting	of	the	
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mother	district’s	fiscal	resources	with	the	newly	created	districts	taking	a	larger	
share	(Sec.	6.3.5).	
Health	workers	in	Northern	Uganda	were	limited	in	number.	In	addition,	they	
lacked	capacity-building	opportunities	and	had	poor	relationships	with	the	
community	(Sec.	6.3.2).	East	Central	Uganda	was	a	more	attractive	destination	for	
health	worker’s	seeking	employment.	Many	health	workers	in	this	setting	were	
engaged	in	dual	employment	making	them	less	accessible	in	the	duty	stations	
(Sec.6.3.1).	In	East	Central	Uganda	the	actions	of	the	politicians	went	against	the	
community’s	maternal	health	care	needs.	The	politicians	often	opted	to	use	meagre	
development	funds	for	erecting	new	infrastructure	while	the	district	technocrats	
favoured	the	rehabilitation	and	maintenance	of	existing	hospitals	(Sec.6.3.2).		
An	adherence	to	gender-related	customs	and	having	a	low	educational	attainment	
was	negatively	affecting	the	performance	of	women	in	the	district	political	
leadership;	this	was	articulated	more	in	East	Central	Uganda	(Sec.6.3.2).		These	two	
factors	may	explain	why	women	leaders	in	both	regions	limited	their	interactions	
with	the	communities	they	represented.	In	the	North	male	politicians	were	more	
engaged	in	addressing	maternal	health	issues	according	to	the	community	in	one	
locality	(Sec.	6.3.3).	
The	civil	society	organisations	in	Northern	Uganda	approached	the	maternal	health	
related	needs	from	a	human	rights	and	gender	based	perspective	(Sec.	6.3.1).	In	East	
Central	Uganda,	the	CSOs	were	more	technically	focused	and	supported	the	supply	
side	of	health	service	delivery	(Sec.	6.3.1).	
In	both	regions,	CSOs	had	mobilised	communities	to	demand	greater	accountability	
from	the	health	care	duty	bearers.	The	process	elicited	a	more	positive	response	
from	government	in	Northern	Uganda	by	the	provision	of	funding	from	the	PRDP	
through	projects	like	NUSAF	that	would	attempt	to	address	several	of	these	
demands	voiced	by	the	resettling	communities	(Sec.	6.3.1).	For	Northern	Uganda,	
government	invested	in	social	accountability	related	activities	as	part	of	its	peace	
building	efforts.	
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7.3.2 Context:		
This	includes	some	tenets	adopted	at	national	level	as	described	in	section	7.1	
above.	Specific	to	Northern	Uganda	during	the	immediate	post	conflict	period	(2006	
–	2011)	the	contexts	include:	i)	The	Juba	Cessation	of	Hostilities;	ii)	The	financial	
and	technical	transitory	process	from	humanitarian	aid	to	development	aid;	iii)	The	
Poverty	Eradication	Action	Plan	policy;	and	iv)	The	PRDP	policy	for	Northern	
Uganda.		
In	East	Central	Uganda	the	specific	contextual	considerations	include:	i)	Long	
standing	peace	and	stability	in	the	region;	ii)	The	National	Cultural	Policy	that	
legalises	the	existence	of	the	traditional	institution	in	East	Central	Uganda,	the	
Kingdom	of	Busoga;	and	iii)	The	recently	concluded	first	multiparty	general	
elections	in	2006.		
7.3.3 Formal	Institutions	
This	is	a	summary	of	the	formal	institutional	evidence	derived	from	the	policy	
analysis	section	of	chapter	five,	Section	5.2.3	and	5.2.4.			
A	decade	after	Uganda	emerged	from	the	1987	war,	the	Local	Government	Act	of	
1997	was	enacted	to	steer	the	operationalization	of	the	decentralised	system	of	
governance,	stipulating	the	establishment,	composition	and	election	of	local	council	
members	and	elaborating	on	budgetary	procedures	at	district	level.	
	The	PRDP	was	a	comprehensive	development	framework	for	post	conflict	Northern	
Uganda	acting	as	an	instrument	of	the	PEAP.	It	gave	guidance	for	the	mobilising	and	
allocating	of	additional	funds	to	Northern	Uganda	so	that	the	North-South	socio-
economic	development	gaps	could	be	bridged.	It	articulated	the	inclusion	of	women,	
the	disabled	and	the	elderly	in	groups	for	special	consideration.	
The	Human	Resource	for	Health	Policy	was	important	because	it	emphasized	that	
affirmative	action	would	be	taken	in	relation	to	training	and	recruiting	health	
workers	for	disadvantaged	areas	and	vulnerable	groups.	However	this	aspiration	
has	not	yet	been	achieved.	The	reproductive	health,	family	planning,	and	adolescent	
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health	policies	also	gave	guidance	for	the	decentralised	mode	of	health	service	
delivery.		
The	maternal	health	policies	specify	how	to	improve	the	availability,	access,	and	
utilization	of	quality	maternal	and	new	born	care	services,	particularly	at	health	sub	
district	level.		
The	district	local	governments,	civil	society	and	local	community	in	the	districts	all	
participate	in	the	annual	government	budget	planning	exercise.	Civil	society	
organisations	are	also	provided	for	in	the	Constitution,	regulated	by	the	Non	
governmental	organisations	act;	they	are	an	organised	mouthpiece	for	communities	
across	the	country	to	government.		
For	the	health	sector,	district	local	governments	provide	feedback	on	policy	through	
annual	performance	reports,	through	the	budget	planning	process	and	through	the	
national	joint	medical	review	mission	as	previously	stated.	
7.3.4 Informal	Institutions			
In	East	Central	Uganda,	NGOs	were	supporting	the	supply	side	of	the	health	system	
(Sec.6.3.1).	In	Northern	Uganda	through	advocacy	and	human	rights	support,	NGOs	
were	supporting	the	health	system’s	demand	side	(Sec.	6.3.1).		
The	funds	disbursed	by	MFPED	to	the	districts	did	not	reflect	the	approved	district	
annual	budgets.	The	disbursements	were	on	occasion	delayed	or	reduced	in	amount.	
For	Northern	Uganda,	the	presence	of	donors	and	the	PRDP	helped	to	cushion	the	
consequences	of	this	erratic	pattern	of	funding	(Sec,	6.3.5).	Lamwo	district	was	able	
to	efficiently	plan	and	execute	programmes	that	improved	maternal	health	care	
utilisation	in	the	district	through	collective	action	by	donors,	district	local	
government	politicians,	technocrats	and	the	communities.	All	these	stakeholders	
worked	together	to	improve	emergency	obstetric	care	in	the	district	(Sec.6.3.1).	In	
East	Central	Uganda	the	lack	of	collaboration	between	key	district	level	governance	
stakeholders	was	reflected	in	a	number	of	health	facilities	remaining	in	states	of	
disrepair	despite	disbursements	being	made	from	the	finance	ministry	(Sec.6.3.2)	
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Again	in	East	Central	Uganda,	the	district	politicians	and	the	communities	they	
represented	had	a	patronage-based	relationship	that	was	manifested	in	a	number	of	
ways.	A	corrupt	practice	-	voter	bribery	–	was	reported	as	rife	in	the	region.	In	
addition,	politicians	acted	against	guidance	from	the	technocrats	and	used	the	
scarce	district	resources	to	build	health	centre	IIs	that	couldn’t	offer	maternal	health	
care	services	(Sec.	5.3.3).	Politicians	were	avoiding	voter	consultations	in	a	bid	to	
avoid	having	to	pay	sitting	allowances	for	such	sessions	(Sec.	5.3.2).		
Women	politicians	were	reportedly	mute	during	council	meetings	in	both	regions.	
Limited	educational	attainment	as	compared	to	their	male	counterparts,	and	an	
adherence	to	traditional	gender	roles	was	offered	as	an	explanation	for	this.	This	
observation	was	also	made	in	Northern	Uganda	(Sec.	6.3.2).			
Health	workers	had	a	preference	for	employment	in	East	Central	Uganda.	The	
region	was	peaceful	and	closer	to	large	urban	centres.	It	offered	health	workers	with	
lucrative	dual	employment	opportunities	and	vital	amenities	for	the	health	worker’s	
families	(Sec.	6.3.2).		
In	Northern	Uganda,	in-service	training	workshops	run	by	NGOs	working	within	the	
region	drew	health	workers	away	from	their	daily	routines.	Health	facilities	were	
left	devoid	of	personnel	to	attend	to	patients	(Sec	6.3.2).	Midwives	in	Northern	
Uganda	were	described	as	having	bad	attitudes	to	the	women	under	their	care	
(Sec.6.3.2).	This	was	notably	less	emphasised	in	East	Central	Uganda.		
The	district	local	government	technocrats,	many	of	who	were	graduates,	expressed	
discomfort	with	being	supervised	by	politicians	that	often	had	a	lowly	education.	
This	sentiment	was	more	common	in	East	Central	Uganda	(Sec.	6.3.2).	
7.3.5 Incentives	
Cultural	constraints		
Traditional	sentiments	and	lowly	educational	attainment	led	women	politicians	in	
Northern	and	East	Central	Uganda	to	be	restrained	in	their	governance	role.	
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Economic	incentives	
National	and	International	NGOs	were	attracted	to	work	where	funding	was	more	
available.	For	the	same	reason	and	given	that	major	focus	in	Northern	Uganda	was	
on	establishing	peace	and	stability	and	human	rights,	most	NGOs	in	the	region	were	
engaged	in	these	areas.	A	smaller	number	of	NGOs	in	Northern	Uganda	supported	
the	supply	side	of	maternal	health.	In	East	Central	Uganda	more	focus	was	on	the	
supply	side	of	maternal	health	care.		
Voters	elected	politicians	that	handed	out	money,	alcohol	and	other	items	that	were	
considered	of	value.	However	the	norm	was	causing	politicians	to	limit	their	
consultative	engagements	with	the	electorate	because	of	such	expectations.		
Given	their	meagre	salary,	health	workers	engaged	in	other	money	generating	
activities	to	supplement	their	livelihoods.	This	drew	them	away	from	their	duty	
stations.	In	Northern	Uganda,	the	attendance	of	donor-funded	workshops	and	
meetings	that	paid	honoraria	was	an	important	source	of	income.	In	East	Central	
Uganda,	holding	a	secondary	job	in	the	private	sector	was	cited	as	a	common	option.	
Self	Preservation		
As	representatives	of	the	people,	district	politicians	were	constitutionally	given	the	
responsibility	of	supervising	the	district	technical	team.	The	district	technocrats	
were	often	not	in	agreement	with	the	decisions	taken	by	the	district	politicians	who,	
according	to	them,	were	driven	by	selfish	political	interests	and	a	lack	of	technical	
knowledge.	Nevertheless	district	technocrats	opted	to	remain	acquiescent	and	
dared	not	to	defy	their	superiors.	It	is	interesting	to	note	that	the	availability	of	
donor	funding	in	Northern	Uganda	to	an	extent	permitted	the	convergence	of	
district	politicians	and	district	technocrat	interests.	The	district	technical	and	
political	leaders,	and	donor	agencies	in	Lamwo	district,	for	example,	had	a	
convergence	of	interests	that	favoured	improvement	of	maternal	health	care	in	the	
district.		
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	In	East	Central	Uganda	where	such	funding	did	not	exist,	the	actions	of	the	
politicians	grossly	diverged	from	the	objectives	and	aspirations	of	the	district	
technical	teams.		
Self-preservation	also	explains	why	many	district	technocrats	in	Northern	Uganda	
avoided	using	PRDP	funding	for	projects	that	would	promote	maternal	health	care.	
Instructions	on	how	to	use	the	funding	for	health	sector	development	were	unclear.	
It	was	therefore	considered	prudent	to	avoid	committing	PRDP	investments	into	
this	area.	
7.4 Discussion	-	Decentralised	health	system	to	community	relationship	
A	number	of	important	variables	affected	the	impact	of	the	decentralisation	of	
governance	on	the	health	sector	in	Northern	and	Eastern	Uganda.	These	variables	
included:	more	overt	factors	like	political	patronage,	information	asymmetry	as	well	
as	donor	funding	preferences;	and	less	obvious	factors	like	the	role	of	gender	in	
governance	at	sub	national	level.			
The	varied	outcomes	of	decentralisation		
My	study	shows	that	the	decentralisation	strategies	initiated	by	government	to	
bring	services	closer	to	the	population	in	Northern	and	Eastern	Uganda	was	
increasingly	deterred	by	local	political	patronage.	The	levels	of	patronage	in	each	
region	appeared	to	be	different	and	affected	decentralisation	differently.		
In	Northern	Uganda,	where	political	representatives	dealt	with	the	electorate	in	a	
less	venal	manner	as	compared	to	non-conflict	Uganda,	decentralisation	appeared	to	
have	played	a	role	in	the	rehabilitation	effort.	My	study	shows	that	the	positive	
attitude	of	local	politicians	was	ameliorated	by:	i)	the	population	being	more	aware	
of	their	dire	circumstances	and	needs,	given	the	closure	of	the	camps	and	the	
withdrawal	of	humanitarian	organisations	as	opposed	to	the	routine	circumstances	
associated	with	peaceful	East	Central	Uganda;	ii)	civil	society	organisations	making	
the	population	aware	of	their	rights	and	equipping	them	with	skills	to	agitate	for	
better	social	services;	and,	iii)	Central	Government	under	national	and	international	
pressure	exhibiting	commitment	to	support	the	resettlement	process	(Sec	5.3.2).		
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Given	the	above,	decentralisation	proved	to	be	an	important	platform	through	
which	Northern	Uganda	would	gain	from	the	technical	and	financial	support	
provided	by	the	donor	community.	Lamwo	and	Gulu	district	are	examples	of	new	
and	old	districts	whose	health	system’s	gained	from	decentralisation.	In	Gulu	
District	the	District	Disaster	Management	Committees	co-chaired	by	the	UN	and	the	
district	local	government	mentoring	the	political	and	technical	district	leadership	in	
programme	prioritisation	(Sec.6.3.5).	In	Lamwo,	as	earlier	mentioned,	a	functional	
and	united	district	leadership	efficiently	channelled	donor	funds	towards	improving	
maternal	health	care	service	delivery.	
However,	though	decentralisation	was	necessary	it	was	not	sufficient	to	guarantee	a	
sustained	improvement	in	maternal	health	care	services	for	Northern	Uganda.	The	
human	resource	gaps	remained	unaddressed.	As	I	previously	mentioned,	the	MOH	
was	disenfranchised	of	its	human	resources	for	health	management	role.	Fiscal	
decentralisation	had	not	yet	been	achieved	and	donors	were	reluctant	to	invest	in	
developing	the	region’s	health	work	force	(Sec	5.3.5).	
	My	study	portrays	a	more	negative	picture	of	decentralisation	and	its	impact	on	
maternal	health	care	in	East	Central	Uganda.	For	this	region,	the	convergence	of	
local	politician	and	voter	interests	favoured	the	diversion	of	PHC	decentralized	
funds	to	the	construction	of	health	centre	level	IIs	that	played	no	role	in	providing	
delivery	services	(Sec.	6.3.5).		
Oates	(1999),	one	of	the	early	proponents	for	decentralisation,	argues	from	an	
econometric	point	of	view,	stating	that	where	there	are	multiple	jurisdictions	with	
varied	demands,	decentralisation	affords	Pareto-efficiency	to	the	provision	of	public	
goods	in	comparison	to	the	more	centralised	approach	to	service	delivery.	As	is	
shown	in	this	study,	while	Uganda	fiscal	planning	is	partially	decentralised,	resource	
allocation	is	still	centrally	controlled.	My	findings	highlight	important	factors	that	
Oates	(1999)	suggests	limit	the	Pareto	efficiency	of	decentralisation	and	these	were	
at	play	in	Northern	and	East	Central	Uganda.	
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Firstly,	there	was	a	lack	of	adequate	knowledge	(or	information	asymmetry)	about	
the	real	health	needs	of	the	different	regions	and	in	the	case	of	the	post-conflict	
setting	this	was	manifested	by	an	inappropriate	allocation	of	resources	for	health	
care.	The	second	factor	was	political;	as	my	study	clearly	shows	the	politicians	and	
other	members	of	the	political	elite	at	national	level	expressed	reluctance	to	initiate	
programmes	that	positively	discriminated	for	particular	regions	despite	the	
evidence	of	greater	need	in	these	jurisdictions	(Sec.	5.3.2).		
Furthermore,	Akin,	Hutchison	and	Strumpf	(2005),	use	data	from	Uganda’s	district	
annual	health	work	plans	compiled	by	decentralised	districts	in	fiscal	years	
1995/96,	1996/97	and	1997/98	to	show	that	decentralisation	in	the	long	run	does	
not	guarantee	the	rational	use	of	disbursed	funds	on	public	goods.	According	to	
these	researchers,	in	the	1990s	health	planners	and	district	local	governments	in	
the	more	established	districts	tended	to	spend	more	on	health	sector	related	non-
public	goods	like	car	maintenance,	construction	and	repair	of	buildings	and	
allowances	as	opposed	to	public	goods	like	the	immunisation,	health	education	or	
village	health	team	support.	Though	the	researchers	do	not	state	this	in	their	
narrative,	it	is	apparent	from	my	study	that	the	patronage	and	corrupt	practices	at	
decentralised	level	had	a	role	to	play	in	those	choices.	
The	incessant	creation	of	new	districts	is	another	factor	that	may	have	impacted	
negatively	on	health	system	development.	Grants	remitted	by	government	were	
inadequate	and	the	newly	appointed	politicians	and	technical	teams	were	often	not	
experienced	enough	to	decide	how	to	utilise	the	meagre	resources.	As	one	
respondent	caricatured,	the	financing	for	these	new	districts	was	like	“tearing	a	
piece	of	the	mother’s	old	dress	to	wrap	the	baby”	(Sec.	6.3.5).		
In	East	Central	Uganda,	the	communities	of	the	newly	created	districts	were	eager	to	
immediately	reap	dividends;	the	local	politicians	were	under	pressure	to	prioritize	
the	building	of	health	centre	II’s	as	I	earlier	mention,	tended	to	be	non-functional	
with	regard	to	maternal	health	care.		
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As	my	study	indicates	this	creation	of	units	that	are	poorly	funded	and	poorly	
administered	is	driving	the	recentralisation	of	a	number	of	key	functions.	As	stated	
in	chapter	three,	Lewis	(Lewis,	2014)	argues	similarly	in	her	study	and	suggests	that	
the	recentralisation	taking	place	is	still	part	and	parcel	of	a	patronage	agenda,	
however	this	time	of	the	national	executive.	This	phenomenon	is	not	unique	to	
Uganda	but	is	taking	place	in	many	“democratizing”	developing	nations	globally	that	
have	citizens	that	feel	marginalised	and	are	seeking	better	services,	and	a	have	a	
political	establishment	grappling	with	neo-patrimonial	tendencies	(GROSSMAN	and	
LEWIS,	2014).		
Despite	all	these	challenges	with	decentralisation	as	previously	mentioned	the	
performance	of	Lamwo	in	Northern	Uganda	remained	outstanding.	Two	additional	
factors	may	have	played	a	role	in	making	this	Lamwo	district	gain	from	its	creation.	
Firstly,	the	district’s	Member	of	Parliament	was	a	Cabinet	Minister	in	government	—	
the	only	Cabinet	Minister	from	Northern	Uganda;	he	was	able	to	use	his	own	
patronage	networks	to	fulfil	his	political	ambitions.		Secondly,	the	district	has	been	a	
hotspot	for	a	number	of	disease	outbreaks	including	Hepatitis	E	viral	Fever,	Yellow	
Fever,	and	the	Nodding	Disease	Syndrome.	These	new	and	re-emerging	disease	
outbreaks	attracted	additional	technical	and	financial	support	to	the	fledgling	
district	(Mwaka,	Kitara	and	Orach,	2016).	Lamwo	District’s	performance	was	not	
representative	of	other	districts	in	Northern	Uganda.		
Reproductive	Health	
From	the	interviews	held	and	policy	documents	reviewed,	this	study	shows	that	the	
Ugandan	government	and	its	donor	partners	failed	to	adapt	the	reproductive	health	
services	to	the	needs	of	the	post	conflict	population	and	continued	to	provide	
services	similar	to	those	offered	to	the	peace	time	population	of	East	Central	
Uganda.	My	study	shows	that	the	limited	central	capacity	in	planning,	the	poor	
attitude	of	health	workers	and	a	lack	of	recognition	of	the	special	need	of	the	female	
and	male	adolescent	in	the	region	contributed	to	the	high	maternal	mortality	rates,	
high	teenage	pregnancy	rates	and	low	contraceptive	rates	in	Northern	Uganda	(Sec.	
6.2.2).		
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The	governments	of	a	number	of	countries	that	suffered	regional	conflict	alongside	
peace	and	development	like	the	Democratic	Republic	of	Congo	and	Sri	Lanka	
likewise	failed	to	ensure	equitable	provision	of	reproductive	health	care	and	this	
contributed	to	poor	reproductive	health	statistics	(Coghlan	et	al.,	2006;	Kottegoda,	
Samuel	and	Emmanuel,	2008).	Clearly,	in	such	settings	the	lack	of	health	workers	
and	other	necessary	infrastructure	make	the	provision	of	RH	services	challenging	
(Casey	et	al.,	2013).	However,	these	disparities	may	further	be	explained	by	
preferential	ODA	funding	for	reproductive	health	going	to	non-conflict	affected	
settings	as	is	explained	by	the	findings	of	an	analysis	of	ODA	funding	by	Patel	et	al	
(2009).	The	analysis	showed	that	for	the	period	2002	to	2011,	the	ODA	funding	for	
reproductive	health	disbursed	to	non-conflict	least	developed	countries	was	57%	
higher	than	that	provided	for	the	conflict	settings.		
District	level	gender	concerns	
The	ineffectiveness	of	women	district	leaders	at	sub	national	level	is	explained	in	
this	study	as	being	due	to:	i)	the	observance	of	traditional	gender	norms	and	poor	
education	attainments;	and	ii)	political	patronage	particularly	in	East	Central	
Uganda.	
	The	adherence	to	traditional	norms	is	a	finding	supported	by	a	UNDP	(2015a)	
report	on	Northern	Uganda	that	describes	women	councillors	having	their	roles	in	
council	meetings	reduced	to	“seconding,	signing	and	supporting”(pg.54)	proceedings	
in	the	District	Councils.		
In	East	Central	Uganda,	while	the	picture	of	acquiescence	to	traditional	norms	was	
similar,	the	additional	challenge	faced	by	women	given	the	levels	of	political	
patronage	is	supported	by	Muriaas	and	Wang	(2012)	who	suggest	that	the	limited	
interactions	with	the	electorate	and	the	cautiousness	in	debate	may	have	been	a	
symptom	of	financial	dependence:	many	of	these	women	district	politicians	had	to	
ally	with	the	ruling	party	or	their	wealthier	male	counterparts	who	could	shoulder	
their	electioneering	costs.	
	
	282	
The	immediate	post-conflict	period	coincided	with	the	aftermath	of	Uganda’s	first	
multiparty	general	election.	As	I	have	shown	in	this	study	the	implications	of	
adoption	of	multiparty	politics	on	the	governance	roles	of	women	at	national	and	
sub-national	level	were	nuanced.	At	national	level	a	comparatively	larger	window	of	
opportunity	for	women	in	governance	for	political	participation	appears	to	have	
been	created.	A	number	of	researchers	attest	to	this	(Bauer,	2012;	Muriaas	and	
Wang,	2012;	V.	Wang,	2013).	At	sub	national	level	despite	the	adoption	of	
multipartyism	nationally,	the	Movement	no-party	dispensation	seemed	to	have	
remained	in	place.	Political	space	remained	constrained	within	the	districts	for	both	
female	and	male	councillors.	Green	(2013)	suggests	the	Movement	government	
through	its	district	level	mobilizers	tended	to	manage	political	debate;	deliberate	
actions	were	taken	to	maintain	control	over	opposition	political	activity	within	the	
grass	root	structures.	Given	the	above,	Muriaas	(2009)	believes	that	district-level	
politicians	simply	had	no	incentives	to	ally	with	an	opposition	that	was	too	weak	
and	disorganised	to	counteract	NRM’s	strong	presence.	
Therefore,	women	leaders	at	sub-national	level	did	not	replicate	the	crucial	role	
played	by	national	women	leaders	in	agitating	for	the	prioritisation	of	maternal	
health	care.	This	state	of	affairs	also	showed	that	the	gender-mainstreaming	policy	
of	government	had	not	influenced	the	circumstance	for	women	in	governance	in	the	
decentralised	governance	structures.	As	Oloka-Onyango,	1998	quoted	in	Ahikire	
(2004)	puts	it,	a	reliance	on	top-down	state	reforms	to	promote	governance	roles	
for	women	at	district	level	was	too	weak	to	undermine	male	dominance	that	was	
pegged	to	age-old	tradition.		
As	this	study	indicates,	both	nationally	and	in	both	sub	regions	there	was	a	nuanced	
assumption	in	society	that	responding	to	maternal	health	concerns	was	primarily	
the	responsibility	of	the	female	gender.	The	study	however	also	indicates	that	there	
were	various	instances	where	men	were	spearheading	efforts	to	improve	maternal	
health	care	for	their	communities.	This	was	particularly	so	at	the	decentralised	level.	
In	both	sub	regions	male	village	health	team	members	explained	that	their	main	
volition	for	volunteering	was	to	address	the	poor	state	of	maternal	health	in	their	
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setting.	Indeed,	the	male	VHTs	took	charge,	by	virtue	of	greater	physical	strength	
and	resources,	in	ensuring	that	pregnant	women	were	navigated	into	appropriate	
care.	In	Northern	Uganda,	in	particular,	male	politicians	were	recognised	as	more	
assertive	in	addressing	the	poor	quality	of	maternal	health	care	services	in	health	
facilities.	I	discuss	male	involvement	at	community	level	in	section	7.4.6.	
7.5 Community	relationships	with	central	government	and	district	
government	
The	community	governance	stakeholders	are	the	population	at	grass	root;	civil	
society	at	this	level	is	represented	by	community-based	organisations.	The	nodes	C3	
and	D	denote	the	governance	relationships	between	central	government	and	district	
local	government	respectively	with	the	communities	in	Northern	and	East	Central	
Uganda.	
7.5.1 Overview		
During	the	immediate	post	conflict	period,	Northern	Uganda	had	an	active	civil	
society	composed	of	both	international	and	national	NGOs	and	CBOs.	Most	of	these	
CSOs	focused	on	advocacy	and	rights	based	interventions	targeting	the	returning	
communities	either	directly	or	through	community	based	organisations	(CBOs).	
Many	CBOs	had	their	programming	linked	to	the	PRDP	after	its	inception	in	
2007(Sec.	6.3.1).	In	East	Central	Uganda	fewer	CBOs	were	on	the	ground,	most	
engaged	in	health	service	delivery.	A	number	of	CBOs	closed	after	their	funders	
shifted	from	East	Central	Uganda	to	Northern	Uganda	when	the	post	conflict	
recovery	effort	commenced	(CSO.ECU.M.1,	interview,	Sec.6.3.1).	
CBOs	in	both	Northern	and	East	Central	Uganda	had	used	human	rights	based	
approaches	to	engage	predominantly	with	women	in	the	community	so	they	could	
demand	for	better	services	and	better	accountability	from	their	technical	and	
political	duty	bearers.	This	activity	appeared	to	have	gained	more	ground	in	
Northern	Uganda:	the	communities	in	Northern	Uganda	were	able	to	elicit	more	
positive	responses	from	their	local	governments	(Sec.	6.3.1).	In	East	Central	Uganda	
similar	activities	were	more	prevalent	towards	the	election	season.		
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Communities	in	both	regions	perceived	an	improvement	in	the	availability	of	
maternal	health	care	services	during	the	immediate	post-conflict	period	though	
there	were	concerns	about	the	quality	of	care	(Sec.	6.3.2).	Communities	in	Northern	
Uganda	unanimously	decried	poor	health	worker	attitudes	(Sec	6.3.2).	In	East	
Central	Uganda	the	communities	were	guarded	in	discussing	health	worker	
performance.	The	communities	in	both	regions	lacked	appropriate	family	planning	
services.	Women	in	both	regions	expressed	concern	about	the	persistence	of	
teenage	pregnancies	(Sec.6.3.2	&	Sec.	6.3.3).	
7.5.2 Context			
Similar	to	other	stakeholder	levels	discussed	above,	there	are	major	international,	
and	regional	human	rights	charters	to	which	Uganda	is	a	signatory	that	set	the	
policy	context	for	health	system	governance	at	community	level.	They	include:	the	
International	Covenant	on	Civil	and	Political	Rights	–	ICPPR	(1995);	the	Convention	
Against	All	forms	of	Discrimination	Against	Women	–	CEDAW	–	(1985);	and	the	
African	Charter	on	Human	and	People’s	Rights	(1986).	In	line	with	these	agreements	
the	1995	Uganda	Constitution	stipulates	protection,	promotion	and	enforcement	of	
civil	liberties	by	the	state	while	the	PEAP	offers	guidance	on	the	pro-poor	focus	of	
national	development.		
7.5.3 Formal	institutions		
The	fifth	pillar	of	the	PEAP	is	of	particular	relevance	to	community	stakeholders:	it	
deals	with	human	development,	and	preventive	care	under	the	crosscutting	themes	
of	health	promotion,	prevention	and	community	health	initiatives.		
The	PRDP	addresses	the	needs	of	resettling	communities	across	Northern	Uganda.	It	
does	this	by	promoting	interventions	that	address	peace,	stability	and	accelerated	
development.	The	PRDP	has	a	goal	to	stimulate	socio-economic	transformation	in	
Northern	Uganda	so	that	it	can	catch	up	with	the	rest	of	the	country	(UNDP,	2015a,	
p.	4).	Government	in	accordance	with	the	NGO	Registration	Act	formally	registers	
civil	society	organisations	in	Northern	Uganda.	The	CSOs	are	purposed	at	partnering	
with	Government	and	its	donor	partners	in	support	of	stability	and	economic	
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development	in	both	post-conflict	and	non-conflict	Uganda.	The	participation	of	the	
communities	at	grass	root	in	district	local	government	planning	is	stipulated	in	
section	36	of	the	Local	Government	(Amendment)	Act	(1997).	
The	Gender	Policy	1996	updated	in	2007	provides	for	gender	mainstreaming	in	all	
areas	of	social	and	economic	development,	ensuring	that	women	gain	equal	
opportunity	in	all	areas.	The	Health	Sector	Strategic	Plan	II	recognises	the	need	to	
make	reproductive	health	a	priority	area,	focusing	amongst	others	on	offering	
equitable	services	to	women	all	over	Uganda.	Uganda’s	Adolescent	Health	Policy	
addresses	the	provision	of	family	planning	services	and	youth	friendly	services	for	
both	regions.	HSSP	II	also	saw	the	establishment	of	Health	Unit	Management	
Committees	and	Village	Health	teams.	These	are	formal	organisations	through	
which	communities	participate	in	health	system	governance.		
7.5.4 Informal	institutions	
Traditional	norms	in	both	Northern	and	East	Central	Uganda	dictate	a	subordinate	
social	position	for	women	in	society.	It	inadvertently	influences	the	level	of	
participation	of	women	in	civic	activities.	In	East	Central	Uganda	the	gender	roles	
were	reported	as	an	important	determinant	for	a	woman	to	access	skilled	assistance	
during	childbirth.	Societal	disruptions	that	occurred	in	Northern	Uganda	as	a	
consequence	of	war	may	have	provided	a	window	of	opportunity	for	the	emergence	
of	a	leadership	role	for	women	(Sec	5.3.2).		
Male	involvement	in	accessing	maternal	health	care	was	negatively	influenced	by	
these	gender	norms.	However,	in	Northern	Uganda	men	were	getting	involved	in	the	
health	care	needs	of	their	partners	(Sec.	6.3.4).	This	was	being	enforced	by	the	local	
district	administration	of	some	communities.	
The	primary	deliverable	that	the	community	in	East	Central	Uganda	demanded	from	
their	politicians	was	cash	hand-outs’,	and	other	“private	goods”	in	exchange	for	
political	support	(Section	6.2.5).	Local	politicians	in	the	post-conflict	setting	were	
less	associated	with	the	diversion	of	government	resources	for	the	other	rent-
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seeking	related	projects	like	classroom	blocks	and	lower	level	health	centre	during	
the	study	period	(Sec	6.2.2).				
The	high	degree	of	politicking	in	East	Central	Uganda	was	interfering	with	the	work	
of	CSOs.	The	district	politicians	and	communities	in	the	districts	of	East	Central	
Uganda	quickly	perceived	any	form	of	advocacy	work	as	politically	motivated	(Sec	
6.2.1).	In	both	regions,	women	were	the	predominant	volunteers	amongst	the	
budget	monitors,	and	the	village	health	teams.	Some	men	that	participated	in	this	
activity	in	East	Central	Uganda	saw	it	a	conduit	for	getting	into	local	elective	politics	
(Sec	6.2.4).	The	health	unit	management	team	members	were	often	of	the	male	
gender	(Sec	6.2.4.).		
7.5.5 Incentives		
Altruism	
The	members	of	the	different	communities	in	both	regions	often	found	it	hard	to	
give	reasons	why	they	were	volunteering	in	various	governance	roles	in	their	
communities.	The	roles	were	often	strenuous	and	drew	the	volunteers	away	from	
their	livelihoods	and	families.	Other	than	more	abstract	morality	related	reasons	
that	were	given	as	explanations	for	volunteering,	a	number	of	individuals	stated	the	
compulsion	to	contribute	to	efforts	that	could	reduce	the	rampant	maternal	deaths	
that	were	taking	place	in	their	communities	(Sec	6.2.4).						
Political	gain	
Politics	constituted	an	important	reason	for	many	actions	that	took	place	at	
community	level.	A	few	of	the	community	volunteers	saw	volunteerism	as	a	
platform	for	recognition	from	the	electorate.	It	was	notable	that	women	oriented	
community	based	organisations	in	East	Central	Uganda	were	more	active	towards	
the	election	season	(Section	6.2.4).		
Economic	gain	
The	health	unit	management	committees	were	considered	as	lucrative;	members	of	
management	committees	earned	sitting	allowances	and	societal	recognition.	In	both	
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Northern	and	East	Central	Uganda,	positions	on	such	committees	were	offered	as	
rewards	to	political	supporters	(Sec	6.2.4.).		
Collective	action	and	leadership	
Through	collective	action	women	were	able	to	overcome	their	disadvantaged	
position	in	the	community	and	hold	their	local	governments	more	accountable.	This	
phenomenon	was	more	in	operation	in	the	post-conflict	setting	than	in	the	non-
conflict	setting.	Women	in	these	communities	were	educated	on	their	rights	and	
taught	advocacy	skills	by	a	number	of	rights	based	organisations.	Circumstances	in	
that	context	had	already	thrust	many	of	these	women	into	leadership	roles;	many	
were	widows	and	single	mothers	and	had	become	breadwinners	and	decision	
makers	in	their	respective	communities.	
Information	asymmetry	
A	lack	of	appropriate	information	about	the	maternal	health	services	available	in	the	
local	health	facilities	was	fuelling	the	poor	relationship	between	the	community	and	
health	workers.	This	was	particularly	noted	in	Northern	Uganda.	Similarly	lack	of	
proper	information	on	family	planning	and	its	side	effects	amongst	others	was	
affecting	the	uptake	of	Family	Planning	products	in	both	regions.	In	East	Central	
Uganda	the	communities	being	less	willing	to	discuss	the	performance	of	their	
health	providers	was	in	itself	an	expression	of	a	lack	of	awareness	of	their	rights.		
Poor	quality	of	care	
Health	worker	attitudes	were	a	key	factor	limiting	the	utilisation	of	health	care	
services.	Their	attitude	was	influencing	the	use	of	reproductive	health	care	services	
and	was	driving	the	adolescents	away	from	reproductive	health	care.	It	was	also	
influencing	the	delivery	choices	of	women	in	both	Northern	and	East	Central	
Uganda	and	was	deterring	the	involvement	of	men.	The	non-availability	of	
ambulance	services	was	also	delaying	the	referral	process	and	access	to	health	care.	
Cost	of	accessing	care	
The	communities	of	Northern	Uganda	and	East	Central	Uganda	were	desperately	
poor	and	the	potential	costs	of	accessing	maternal	health	care	in	the	government	
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health	facilities	were	driving	many	away.	The	improved	utilisation	of	maternal	
health	care	services	following	the	free	provision	of	mama	kits	to	the	different	
communities	attests	to	this	(Sec	6.2.2.).		
7.5.6 Discussion	-	Community	relationships		
This	study	established	that	communities	played	a	significant	role	in	maternal	health	
care	governance	in	Northern	and	East	Central	Uganda.	Governance	at	this	level	and	
the	variance	of	its	consequences	on	maternal	health	care	utilisation	in	the	two	
regions	was	associated	with	the	levels	of	community	cohesiveness	and	the	role	of	
politicians,	women	and	civil	society.	These	associations	are	discussed	below.		
Community	participation	social	capital	and	cohesion	
Village	health	teams,	community	budget	monitors	and	health	unit	management	
committees	are	the	more	formal	forms	of	community	participation	that	were	
discussed	by	the	interviewees	in	this	study.	Both	post-conflict	and	non-conflict	
regions	of	the	country	were	suffering	from	a	lack	of	support	to	these	governance	
structures	by	government.	The	lack	of	support	had	in	turn	led	to	the	health	unit	
management	committees	in	Northern	and	East	Central	Uganda	suffering	local	elite	
capture.	The	representation	of	women	in	the	health	management	unit	committees	
was	limited.	In	Northern	Uganda,	the	perks	of	being	a	committee	member	included	
sitting	allowances	made	available	by	donor	agencies	as	well	as	the	prestige	that	the	
position	carried.	In	East	Central,	probably	more	than	in	the	North,	given	the	absence	
of	donor	funding,	the	other	attraction	that	came	with	the	position	was	the	
opportunity	for	graft.		
Political	interference	of	health	management	committees	is	a	universal	challenge	as	
documented	in	a	systematic	review	by	McCoy,	Hall	and	Ridge	(2012).	A	Kenyan	
study	by	Sohani(2005)	recognises	that	it	is	particularly	HUMCs	serving	the	most	
vulnerable	communities	that	are	taken	over	by	patronage	networks;	the	most	
vulnerable	have	the	least	capacity	to	question	the	action	of	their	leaders.	This	
reflects	my	findings	in	both	settings.	Another	study	by	Kaseje,	Sempebwa	and	
Spencer	(1987)	also	identifies	the	exclusion	of	women	and	the	poor	from	health	unit	
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management	committees	and	this	is	recognised	to	have	had	a	profound	effect	on	
their	impact	on	improving	maternal	health	care.	
The	role	of	civil	society	and	government	in	protecting	the	HUMC	cannot	be	
overstated.	A	study	by	Iwami	and	Petchey	(2002)	in	Peru	associates	effective	
community-led	health	management	committees	with	strong	support	by	non-
governmental	organisations	in	the	South	American	setting.	In	Northern	Uganda,	
HUMCs	that	had	gained	more	frequent	support	from	the	donor	agencies	had	
probably	enhanced	the	quality	of	health	service	delivery	in	those	health	facilities.	
While	funding	was	a	key	driver	here,	the	close	supervision	and	capacity	building	
offered	to	the	HUMCs	by	the	donor	agencies	were	key	for	the	HUMC	successes	
registered.	
Village	health	teams	in	both	regions	appeared	less	attractive	for	the	male	folk	and	
enjoyed	a	greater	participation	of	women.	They	were	positions	that	were	
considered	less	lucrative	and	had	suffered	less	from	elite	capture.	That	women	were	
willing	to	work	in	a	less	lucrative	VHT	role	drew	my	attention	to	a	meta	analysis	of	
experimental	research	on	gender	economic	preferences	by	Croson	and	
Gneezy(2009).	The	collections	of	field	and	lab-based	research	showed	that	women	
were	more	risk	averse	and	altruistic,	making	them	less	likely	to	adopt	corrupt	
undertakings.	Boehm	(2012)	additionally	recognised	that	women	were	more	
sensitive	to	social	cues	and	in	their	societal	interactions	tended	to	draw	upon	their	
maternal	instincts	–	probably	a	reason	why	they	were	attracted	to	taking	up	the	
VHT	role.	It	was	a	more	caring	role	as	opposed	to	the	HUMC	position	that	was	more	
managerial	and	assumedly	recognised	by	that	society	as	better	suited	for	men.	Just	
as	was	the	case	with	the	district	councils,	women	in	the	community	were	subdued	
by	societal	expectations	to	limit	their	leadership	ambitions.				
Community	budget	monitors	were	another	group	of	community	volunteers	that	had	
proved	more	effective	in	Northern	Uganda	where	rights-based	NGOs	were	more	
active.	It	was	clear	from	my	findings	that	vulnerable	communities	were	able	to	
effectively	participate	in	holding	government	accountable	if	their	rights	to	do	so	
were	upheld	and	promoted:	i)	by	government;	ii)	by	organised	civil	society;	iii)	and	
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by	the	propagation	of	social	“connectedness”	within	the	communities	themselves	
(McCoy,	Hall	and	Ridge,	2012;	Kenny	et	al.,	2013).	I	contend	that	an	absence	of	these	
conditions	was	more	expressed	in	East	Central	Uganda.	Social	capital	that	could	
have	been	harnessed	to	improve	maternal	health	care	was	lacking	in	that	setting.	
Below	I	briefly	examine	the	decline	of	social	cohesiveness	and	social	capital	and	
later	I	will	consider	the	self-censorship	of	advocacy	and	rights	focused	NGOs	in	the	
East	Central	region	relative	to	those	in	the	North.		
Loss	of	social	capital	
A	recent	study	by	Hollard	and	Sene	(2016)	on	social	capital	and	health	in	sub	
Saharan	Africa	using	self-reported	trust	as	a	proxy	measure	for	social	capital	shows	
a	causal	association	between	the	level	of	engagement	of	community	and	the	quality	
of	basic	health	care	in	the	catchment	area.		
In	East	Central	Uganda	the	lack	of	social	cohesion	and	the	resultant	limited	
availability	of	social	capital	was	exemplified	by	the	failure	of	the	communities	to	
galvanise	each	other	into	responding:	i)	against	corrupt	and	incompetent	health	
workers;	and,	ii)	against	local	politicians	that	diverted	resources	away	from	the	
rehabilitation	of	their	maternity	units.	Putnum	(1995)	postulates	that	the	loss	of	
cohesion	within	these	peaceful	communities	may	be	part	of	a	“generational	
phenomenon”	that	is	gripping	rural	communities	across	the	globe.	For	such	settings,	
a	decline	in	agricultural	cooperative	movements,	unemployment	and	an	
enhancement	of	urban	influences	are	postulated	to	play	a	role	(World	Bank,	2011;	
Kenny	et	al.,	2013).	In	peaceful	East	Central	Uganda	the	privatisation	of	agricultural	
produce	marketing	and	the	decline	in	cooperative	movements	as	well	as	ever-
increasing	urban	influences	is	evident.	
	A	decline	in	social	cohesiveness	in	Northern	Uganda	was	revealed	by	the	failure	of	
the	peace	agreement,	the	land	disputes	that	followed	the	return	process,	the	high	
levels	of	alcoholism	and	sexual	and	gender	based	violence.	Social	research	has	for	
long	associated	war	and	displacement	with	such	decline	in	social	cohesion	(World	
Bank,	2011).		
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However	this	study	seems	to	suggest	that	compared	to	what	was	happening	in	East	
Central	Uganda,	there	was	some	level	of	resilience	amongst	the	communities	in	
Northern	Uganda32.	This	ensured	that	a	level	of	social	cohesion	in	the	communities	
was	retained.	It	is	possible	that	advocacy	work	by	NGOs	in	the	communities	
contributed	to	this.	A	DFID	sponsored	evaluation	of	the	impact	of	the	PRDP	points	to	
social	cohesion	being	one	of	the	programmes	gains	(International	Alert,	2013).	
Nevertheless	this	community	spirit	was	yet	to	cause	a	palpable	impact	on	maternal	
health	care.	
The	politician	–	community	relationship	
A	key	concern	that	was	raised	by	the	study	respondents	in	East	Central	Uganda	was	
the	vote-buying	taking	place	between	local	politicians	and	voters.	However,	I	noted	
that	the	politicians	were	still	under	pressure	to	demonstrate	that	they	had	delivered	
some	level	of	development	to	their	respective	constituencies.	The	erecting	of	Health	
Centres	II’s	or	classroom	blocks	were	popular	choices.	These	health	units	were	often	
unable	to	provide	maternal	health	care	services	due	to	a	lack	of	equipment	and	
health	workers	(see	Section	5.3.3.).		
Much	of	my	discourse	in	this	chapter	with	respect	to	the	politician-community	
relationship	appears	to	align	itself	with	the	Traditional	Public	Choice	theory	
promoted	by	scholars	like	Gwartney	and	Wagner	(1988),	suggesting	that	in	
democracies	(and	even	in	dictatorships)	the	“will	of	the	majority”		is	correct	but	
often	goes	unheeded	because	politicians	have	“agency	problems”	created	by	their	
desire	for	political	and	economic	gain.		
However,	I	find	the	community	and	the	politicians	culpable	for	the	poor	health	
system	governance	and	its	consequences	on	maternal	health	care.	As	was	mainly	
manifested	in	East	Central	Uganda,	the	electorate	through	the	ballot	had	the	
capacity	to	influence	local	politicians	to	heed	to	their	choices.	Their	voting	actions	
were	driven	by	imperfect	knowledge.	These	imperfections	were	in	turn	informed	by	
traditional	norms	–	gender	norms	-	that	disregarded	the	critical	health	needs	of	
																																																								
32	Here	an	important	assumption	is	being	adopted	in	making	these	deductions:	there	was	no	ethnically	based	
difference	that	could	have	contributed	to	the	differences	in	social	cohesion	recognized.	
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pregnant	women	as	was	exhibited	in	this	study.	Misinformation	about	the	health	
centre	II’s	functionality	and	the	ubiquitous	nature	and	permissiveness	of	corruption	
in	society	-	the	allure	of	“easy	money”	in	the	face	of	widespread	poverty	-	were	
contributors	to	the	community’s	choices.	
An	alternative	argument	promoted	by	Caplan	and	Stringham	(2005)	about	Public	
Choice	supports	the	preceding	argument.	Based	on	the	work	of	Ludvig	von	Mises,	it	
presupposes	that	the	course	of	a	nation’s	policies,	democracy	and	dictatorship	alike,	
are	influenced	by	economic	ideas	propagated	by	public	opinion	that	is	often	flawed	
or	misinformed	(Mises,	1998	cited	in	Caplan	and	Stringham,	2005).		
A	field	based	study	conducted	in	Indonesia	by	Shin	(2015)	to	explain	the	persistence	
of	patronage	in	poor	settings	also	speaks	to	my	preceding	arguments.	He	found	that	
when	both	patronage	and	policy	options	were	offered	to	poor	less	educated	voters,	
they	tended	to	demand	patronage	exemplified	by	money	or	jobs	over	national	
programmes	like	free	education	and	universal	health	care	coverage.	Further	more	
Teorell	(2007)	whose	work	I	discuss	in	Chapter	2	section	2.4.2	uses	a	similar	
argument:	she	proposes	a	“demand	side”	explanation	for	the	paradox	of	corruption,	
recounting	an	interesting	scenario	in	Victorian	Britain	where	voters	reportedly	put	
out	adverts	in	the	papers	seeking	a	third	political	candidate	in	the	hope	of	“creating	
a	contest	that	would	raise	the	gifts	and	treatments	distributed	by	the	candidates	to	the	
voters”(pg.7).	
	Through	this	latter	argument,	the	drawing	away	of	meagre	public	funding	from	the	
revamping	of	maternal	health	services	due	to	the	flawed	nature	of	public	opinion	in	
East	Central	Uganda	is	perceivable.	Similarly,	the	role	of	the	PRDP	and	civil	society	
in	moderating	the	flawed	nature	of	public	opinion	in	relation	to	maternal	health	
care	in	Northern	Uganda	is	also	perceivable,	though	the	presence	of	extra	funding	
from	the	PRDP	and	other	donors	buffered	any	irrational	choices	that	were	made.	
Additionally,	NGOs	worked	to	enhance	the	community’s	awareness	about	their	real	
needs,	which	included	maternal	health	care.		
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Gender	roles		
Though	the	cultures	of	North	and	East	Central	Uganda	have	different	foundations,	
they	both	adhere	to	enduring	patriarchal	norms.	As	this	study	suggests,	during	the	
immediate	post	conflict	period,	there	were	signs	of	an	enkindling	of	community	
level	empowerment	amongst	women	but	more	so	in	Northern	Uganda.	This	had	the	
potential	of	influencing	both	the	demand	and	supply	sides	of	maternal	health	care.	I	
recognised	this	empowerment	being	manifested	through	two	distinct	paths:	the	
non-traditional	and	traditional.		
In	the	non-traditional	path,	the	enhanced	exposure	to	a	more	contemporary	lifestyle	
through	education,	commerce	and	the	media	was	influencing	a	change	in	attitude	
amongst	the	women	and	men	in	both	regions.	This	study	shows	that	in	East	Central	
region	women	are	partners	in	ensuring	a	household	income	and	on	this	premise	
gained	greater	say	in	their	childbearing	choices.	My	findings	resonate	with	research	
by	Sorensen	(1996)	conducted	among	rural	households	in	East	Central	Uganda.	She	
determined	that	following	the	privatisation	of	crop	marketing;	there	has	been	a	loss	
in	distinction	between	the	male-controlled	cash	crop	farming	and	female-managed	
subsistence	farming.	With	this	came	greater	autonomy	and	bargaining	space	for	
women	that	cut	across	all	aspects	of	their	lives	including	their	reproductive	health	
choices	as	shown	in	this	study.	This	privatisation	came	as	part	of	the	economic	
reforms	that	the	NRM	government	ushered	into	place.	This	same	narrative	applies	
to	parts	of	Northern	Uganda	that	were	less	affected	by	the	war.		
This	study	did	not	find	strong	evidence	of	transitions	in	tradition	that	were	a	
premise	for	women	empowerment	and	enhanced	maternal	health	governance	
during	the	post	conflict	period.	However,	the	incident	where	elderly	rural	women	
used	unorthodox	means	to	successfully	save	their	ancestral	land	was	a	harbinger	of	
the	powerlessness	of	a	male-dominated	traditional	institution	that	was	giving	way	
for	women	in	the	traditional	setting	to	get	into	headship.	An	important	double	take	
on	this	issue	is	that	these	elderly	women	by	tradition	could	not	hold	legal	claim	over	
customary	land.	That	these	elderly	women	were	willing	to	humiliate	themselves	
	
	294	
over	land	that	they	could	not	own	showed	the	sense	of	duty	they	felt	for	their	kin.	I	
argue	that	this	was	a	measure	of	social	cohesiveness.		
Civil	Society	in	post-conflict	and	non-post	conflict	environments	
There	was	a	difference	in	approach	that	the	CBOs	and	NGOs	in	each	sub	region	used	
to	address	the	needs	of	the	community.	The	study	shows	that	it	was	greatly	
determined	by	the	power	relationships	that	these	organisations	had	first	with	
government	at	national	and	sub	national	level,	and	secondly	with	the	donors.		
In	regard	to	Northern	Uganda,	and	as	observed	by	Dolan	(2006)	during	the	conflict	
international	NGOs	working	in	the	area	actively	abstained	from	addressing	human	
rights	issues;	their	funders	the	Western	donor	states	and	multilateral	agencies	were	
supportive	of	the	military	approach	adopted	by	government.	However,	my	study	
shows	that	during	the	post	conflict	period,	as	the	Government	elaborated	a	human	
rights	focus	as	part	of	PRDP’s	first	strategic	objective	it	paved	way	for	the	numerous	
international	and	national	NGOs	that	moved	into	the	region	to	address	rights-based	
issues	as	part	of	the	recovery	effort.	
There	were	comparatively	fewer	NGOs	providing	support	to	the	supply-side	of	
maternal	health	care,	and	many	were	aligned	to	supporting	HIV	programming33.	
Maternal	health	care	was	often	an	adjunct	to	their	interventions:	most	supporting	
the	HIV/PMTCT	component	of	maternal	and	child	health(Patel	et	al.,	2009;	Casey	et	
al.,	2013).		
	East	Central	Uganda’s	provides	a	comprehensive	picture	of	the	government-CSO	
relationship	in	Uganda	outside	the	realms	of	Northern	Uganda’s	civil	crisis.	The	lack	
of	engagement	in	advocacy	and	human	rights	issues	portrayed	self-censorship	
taking	place.	In	this	regard,	I	argue	that	supporting	the	supply-side	and	the	
avoidance	of	politically	contentious	issues	was	a	more	viable	option	for	both	local	
and	international	NGOs	working	in	the	region.	Dicklitch	(2002)	states	that	in	
																																																								
33	The	NGOs	include	UNICEF,	World	Vision,	Marie	Stopes,	Reproductive	Health	Uganda,	The	AIDS	Support	
Organisation,	the	JSI/Northern	Uganda	Malaria	AIDS	and	TB	programme,	Baylor	College	of	Medicine	HIV	
Programme	and	the	AVSI	Foundation.	All	of	these	except	AVSI	were	covering	HIV,	TB,	Malaria	and	OVC	
programmes.	
	
	295	
Uganda	political	repression	and	harassment	of	the	more	vocal	NGOs	has	for	long	
sent	a	message	to	the	rest	to	stay	within	the	bounds	of	what	is	politically	acceptable.	
She	further	notes	that	most	NGOs	have	resigned	to	taking	on	the	role	of	“gap	filling”,	
covering	up	deficits	in	the	privatisation	and	social	service	delivery	by	government	
and	international	NGOs(Dicklitch,	2002,	p.	215).	My	findings	speak	to	this.		
The	smaller	CBOs	in	East	Central	Uganda	were	not	spared	of	this	self-censorship.	
The	disappointing	response	of	government	to	the	efforts	of	the	community	budget	
monitors	in	this	predominantly	ruling	party	leaning	region	spoke	to	this.	In	contrast,	
the	CBOs	in	the	North	appeared	to	have	political	clout,	exposing	graft	and	on	
occasion	summoning	the	area	Member	of	Parliament	to	attend	community	meetings.	
Many	of	these	districts	in	the	North	were	strongholds	of	the	political	opposition	that	
often	accused	these	CBOs	of	being	agents	of	the	state.		
CSOs	in	Sri	Lanka	have	experienced	strikingly	similar	challenges.	Orjeula	(2005)	
details	the	long	standing	uneasy	relationship	that	the	Sri	Lankan	government	has	
had	with	both	local	and	national	NGOs.	As	they	engage	in	reconstruction	and	peace	
building,	NGOs	have	been	accused	of	being	partisan	and	siding	with	the	rebel	groups	
in	the	North	and	East	of	Sri	Lanka.	They	have	regularly	been	subjected	to	acts	of	
intimidation	by	national	and	district	level	government	functionaries.	A	number	of	
rights-based	NGOs	have	closed	down	as	a	result.		
7.6 Summary	
The	governance	factors	that	influenced	maternal	health	care	service	utilisation	
outcomes	during	the	immediate	post-conflict	period	in	Northern	Uganda	and	East	
Central	Uganda	can	be	conceptualised	as	being	generated	by	stakeholders	situated	
at	four	levels:	central	government;	central	health	ministry;	district	local	
government;	and,	community	level.	These	factors	were	of	relevance	to	both	regions	
during	the	post	conflict	period.	The	period	coincided,	with	the	aftermath	of	the	first	
multiparty	general	elections.		
At	Central	Government	level	the	President,	the	technocrats	in	the	health	ministry	
and	International	Finance	Institutions	had	forged	an	alliance	that	had	dictated	an	
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overarching	policy	agenda	that	consistently	featured	in	all	national	and	sector	
specific	policies.	The	agenda	focused	on	maintaining	security,	infrastructure	
development	and	rapid	economic	growth;	however	the	model	continued	to	give	
health	care	low	prioritisation.	Northern	Uganda’s	PRDP	that	was	championed	by	the	
country’s	President	also	embodied	this	development	model;	the	health	sectors	
secondary	prioritisation	was	a	feature.	Pressure	on	government	to	improve	funding	
for	maternal	health	was	often	channelled	through	women	parliamentarians.	Their	
legislative	actions	led	to	occasional	boosts	in	funding	for	maternal	health	needs	
nation-wide.	However,	they	did	not	draw	attention	to	the	special	maternal	health	
needs	of	Northern	Uganda’s	resettling	population.		
The	central	health	ministry	was	side	lined	in	the	Government’s	pursuance	of	its	
development	agenda.	MOH	was	divested	of	important	responsibilities,	limiting	the	
governance	role	that	it	could	have	had	in	advancing	maternal	health	care	nationally.	
MFPED’s	stringent	control	over	health	care	spending	made	planning	and	
implementation	of	health	sector	programmes	difficult.	However,	if	the	ministry	
were	given	additional	authority	there	is	no	certainty	that	this	would	have	benefited	
the	post-conflict	region.	The	ministry	was	perceived	to	lack	the	technical	capacity	to	
equitably	address	the	unique	challenges	to	maternal	health	in	Northern	or	East	
Central	Uganda.	
At	decentralised	levels,	health	service	delivery	was	greatly	influenced	by	local	
political	patronage	and	power	struggles	between	the	local	politicians	and	district	
technocrats.	The	presence	of	donor	and	PRDP	supported	programmes	had	watered-
down	these	influences	upon	Northern	Uganda.	Unlike	Central	Government	where	
women	had	spearheaded	campaigns	for	better	maternal	health	care,	the	district	
women	politicians	were	not	playing	effective	roles.	Gender	mainstreaming	had	not	
permeated	the	decentralised	local	governments.		
Reproductive	health	care	services	were	inadequately	provided	in	both	regions	
mainly	due	to:	a	lack	of	human	resources	in	Northern	Uganda;	and,	absenteeism	of	
health	workers	in	East	Central	Uganda.	The	effective	harnessing	of	donor	and	the	
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PRDP	programme	funding	in	some	districts	in	Northern	Uganda	had	helped	to	
ameliorate	their	human	resource	challenges.		
There	was	effective	community	volunteerism	in	Northern	Uganda	that	was	more	
supportive	of	maternal	health	care	as	compared	to	East	Central	Uganda.	Again	in	
Northern	Uganda,	there	was	evidence	of	stronger	women	activism	but	it	was	still	
weakly	harnessed	for	maternal	health.	Civil	society	had	played	an	important	role	in	
supporting	this	collective	action.	This	was	less	the	case	in	East	Central	Uganda	
where	civil	society	found	it	politically	expedient	to	stick	to	supporting	the	health	
system	supply	side.	District	politicians	and	the	community	were	engaged	in	a	
patronage	relationship	that	did	not	augur	well	for	maternal	health	care.	This	had	a	
more	overt	impact	on	East	Central	Uganda	where	community	activism	as	well	as	
CSO,	donor	and	PRDP	support	was	not	available	to	play	a	mitigating	role.	Unlike	East	
Central	Uganda,	the	end	of	conflict	presented	health	system	governance	
stakeholders	at	each	level	an	opportunity	to	address	Northern	Uganda’s	special	
needs.		
Political	patronage,	an	adherence	to	an	economic	development	model	that	gave	
health	care	secondary	prioritisation	and	the	persistence	of	retrogressive	gender	
roles	were	some	of	the	factors	that	deterred	the	governance	stakeholders	from	
harnessing	these	opportunities	for	maternal	health	in	Northern	and	East	Central	
Uganda.	
7.7 A	reflection	on	the	research	methods	
This	study’s	main	focus	was	health	system	governance	and	its	relationship	with	the	
state	of	maternal	health	care	during	the	immediate	post-conflict	period	in	Northern	
Uganda	in	comparison	with	East	Central	Uganda.	As	already	mentioned	in	the	
Methods	chapter,	having	worked	in	Uganda’s	health	system	my	positionality	had	
significant	influence	on	my	approach	to	answering	the	research	question	(Section	
4.8).	My	positionality	also	gave	me	a	head	start	in	being	able	to	identify	suitable	data	
sources.	The	probing	and	iterative	processes	thereafter	were	also	grounded	in	my	
prior	understanding	of	the	environment.		
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I	found	the	Political	Economy	Analytical	approach	appropriate;	it	provided	a	way	of	
studying	governance,	one	of	the	six	building	blocks	of	Uganda’s	health	care	system.	
Through	this	approach	I	was	able	to	focus	on	the	political	policies,	economic	
processes	and	social	institutions	that	were	probably	critical	determinants	of	
maternal	health	care	reform	in	post	conflict	Northern	Uganda	but	yet	the	least	
considered.		
By	incorporating	East	Central	Uganda	as	a	comparator,	the	regional	nature	of	the	
Northern	Ugandan	conflict	and	the	overriding	national	level	contextual	issues	at	
play	were	incorporated	into	the	study.	The	approach	first	and	foremost	questioned	
the	assumption	that	non-conflict	Uganda	was	doing	better	than	the	conflict	parts	of	
the	country.	It	then	made	possible	a	deeper	understanding	of	how	and	why	the	
inequities	existed	between	the	two	settings.	It	also	afforded	the	study	an	
opportunity	to	determine	broader	governance	issues	that	were	generalizable	and	
comparable	with	studies	conducted	elsewhere.	Using	framework	analysis	to	ensure	
rigorous	qualitative	analysis	was	a	vital	component	of	this	PEA	approach	and	
augmented	the	induction	process,	the	generation	of	new	themes.	The	special	role	
women	in	leadership	played	in	enhancing	maternal	health	care	was	one	of	those	
themes	identified	through	this	process.		
I	argue	that	for	this	study’s	question	the	opted	approach	held	important	advantages	
as	compared	to	other	methods	that	have	been	applied	in	the	analysis	of	governance.	
Good	governance	framework	methods,	for	example,	those	used	by	Siddiqi	et	al	
(2009)	and	Cleary,	Molyneux,	and	Gilson	(2013)	emphasised	the	a	priori	application	
of	Good	governance	elements	to	accessing	the	performance	of	governance	
stakeholders.	Cleary,	Molyneux,	and	Gilson	(2013)	focused	on	accountability	and	
transparency	and	through	this	were	able	to	study	the	accountability	mechanisms	at	
work	at	PHC	level.	However,	my	contention	was	that	while	this	would	have	been	a	
suitable	approach	to	understanding	the	governance	relationships	between	each	of	
the	key	levels	within	the	contrasting	contexts,	my	evaluation	went	further	into	
exploring	other	governance-related	drivers	as	well,	their	“hows	and	whys”	and	their	
peculiarities	in	each	of	the	two	contexts.	
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The	Kingdon	Three	Streams	model(1985)	was	another	attractive	option	that	could	
have	been	applied	to	this	study.	The	convergence	of	the	politics,	policies	and	
processes	“streams”	and	the	“window	of	opportunity”	are	concepts	easily	
recognised	in	the	dynamics	that	I	explore.	However,	I	contend	that	the	model	is	
limited	because	it	only	addresses	the	how	component	of	the	research	question.	The	
PEA	goes	further	to	consider	power	relationships	and	incentives	that	led	to	
particular	decisions	and	actions	by	the	governance	stakeholders,	that	is,	the	why	
component.	Furthermore,	Kingdon’s	model	would	not	have	addressed	the	policy	
implementation	issues	at	the	decentralised	level.		
One	other	strength	in	my	study	was	the	triangulation	of	policy	analysis	with	the	
PEA.	The	policy	analysis	enriched	the	PEA’s	assessment	of	contextual	factors	and	
made	it	possible	to	correlate	the	policy	development	trajectory	with	parallel	
political,	economic	and	social	trends	that	were	taking	place	at	the	same	time.		
Finally,	the	structured	approach	that	the	PEA	provided	for	evaluating	maternal	
health	care	governance	in	post	conflict	Northern	Uganda	made	possible	the	
identification	of	critical	but	yet	often	abstract	governance	issues	that	were	amenable	
for	reform	if	Uganda	was	to	build	a	more	equitable	health	system.		
7.8 Limitations	and	constraints	
7.8.1 Methodological	limitations	
Health	systems		
The	study	is	premised	on	the	WHO	health	systems	framework	that	recognises	
governance	as	one	of	the	six	systems	elements.	Given	that	all	the	system	
components	contribute	towards	its	performance	and	outcome,	analysing	the	
relationship	between	governance	and	the	utilisation	of	maternal	health	care	was	
wrought	with	interpretation	challenges.	Many	of	the	interpretations	being	
attributed	to	governance	may	have	therefore	been	confounded	by	significant	
contributions	from	the	other	health	system	components.		
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Retrospective	data	
One	major	concern	here	was	the	deterioration	of	data	due	to	recall	bias.	However	as	
I	discuss	in	the	methods	section,	there	was	a	higher	likelihood	of	gaining	reliable	
data	where	the	topic	was	associated	with	health	service	usage	and	health	related	
events	(Dex,	1995).	To	enhance	the	data	collection	process,	as	discussed	in	the	
methods	chapter:	I	collected	the	recall	data	by	use	of	open-ended	questions	that	
encouraged	narrative	style	responses	on	governance	and	health	care;	I	identified	
the	end	of	the	war	and	the	2006	general	elections	as	points	for	recall;	and,	the	
retrospective	questioning	occurred	more	in	the	in-depth	interviews	that	sought	
detailed	information	about	health	system	governance	and	maternal	health	care	
during	the	immediate	post	conflict	period.	The	focus	group	discussions	addressed	
more	attitudinal	issues	and	entertained	responses	to	questions	about	governance	
and	maternal	health	care	that	were	even	in	the	present.			
The	Comparative	method	and	subnational	analysis	
During	the	evaluation	and	later	during	analysis,	on	occasion	I	got	the	impression	
that	cultural	differences	between	the	communities	of	Northern	and	East	Central	
Uganda	were	influencing	their	perceptions,	attitudes	and	actions.	However,	I	did	not	
engage	in	ethnographic	studies	in	this	analysis.	Sorensen	(2008)	suggests	that,	
accounting	for	the	actions	of	a	culture	by	using	the	logic	of	this	culture	34	in	a	
comparative	analysis	may	compromise	the	quality	of	the	conclusions.		
However,	I	applied	methodological	considerations	advocated	for	by	Marcus	(1995),	
Yanow	(2014),	Jacob	(2015)	and	others	to	account	for	any	of	the	cultural	differences	
between	Northern	and	East	Central	Uganda.		
Firstly,	I	noted	that	the	study	population	in	Northern	and	East	Central	Uganda	had	
important	commonalities;	this	was	the	basis	of	their	selection.	Both	populations	
were	rural	and	predominantly	agriculturalists.	Furthermore,	the	two	regions	are	
governed	by	the	same	national	government	and	served	by	the	same	national	health	
																																																								
34	or	in	other	words	“ethnographic	view	from	the	inside”	(Sørensen,	2008,	p.	315)	
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system.	These	areas	of	similarity	acted	as	anchors	or	grounding	for	the	study	or,	as	
described	by	Sorensen	(2008),	were	a	tertium	comparationis.	
Limitations	of	depth	
Still	related	to	the	issues	raised	in	the	section	above	was	the	recognition	that	in	
answering	the	research	question	of	this	study,	I	had	to	delve	into	the	governance	
influences	at	national	level	and	at	sub	national	level	in	Northern	Uganda	and	East	
Central	Uganda	and	the	perspectives	of	multiple	actors	from	different	echelons	of	
society.	This	posed	as	a	constraint	on	the	depth	of	information	that	could	be	
obtained	from	the	different	sources	given	the	limitations	in	time	and	financial	
resources.	Additional	key	informant	interviews	and	focus	group	discussions	could	
have	been	conducted	as	part	of	iteration,	but	this	was	not	possible.	However,	
triangulation	with	data	obtained	from	the	policy	document	review	as	well	as	
important	input	from	my	unique	positionality	bolstered	the	effort	to	maintain	
credibility	of	results	obtained	and	eventually	interpretations	and	conclusions	made.			
7.8.2 Data	collection	limitations	
Location	of	interviews	and	FGDs	
The	focus	group	data	was	collected	from	within	health	facility	grounds	in	most	
cases.	It	was	only	in	Nwoya	district	were	I	met	with	the	different	focus	groups	
outside	the	health	facility	grounds.	It	was	in	Nwoya	district	where	the	strongest	
remarks	were	made	regarding	poor	health	worker	attitudes.	It	is	possible	that	the	
paucity	of	data	obtained	addressing	health	worker	attitudes	in	East	Central	Uganda	
was	a	consequence	of	the	interviews	being	conducted	within	the	hospital	grounds.	
Some	of	the	in-depth	interviews	did	briefly	discuss	health	worker	attitudes.		
Skype	Interviews	
My	last	three	interviews	were	conducted	via	Skype	voice	calls.	These	were	with	
interviewees	that	I	was	programmed	to	meet,	but	failed	to	do	so	due	to	conflicts	in	
schedule.	These	interviews	were	all	conducted	when	I	was	back	in	the	United	
Kingdom.	One	of	the	interviewees	was	in	Khartoum,	Sudan	and	two	in	Kampala,	
Uganda.	The	lack	of	face-to-face	interaction	may	have	affected	the	quality	of	the	
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interview.	However	I	considered	them	to	be	some	of	the	more	informative	
interviews	conducted.	This	was	understandable	given	that,	as	part	of	the	iteration	
process,	they	were	at	the	very	end	of	the	chain	of	interviews.	The	discussions	were	
more	focussed	and	more	intended	for	corroborating	data	already	collected.	All	the	
interviews	were	voice	(not	video)	calls.		Sullivan	(2012)	discusses	the	effectiveness	
of	Skype	interviews	as	a	data	collection	method	but	cautions	on	the	ethical	issues.	I	
was	able	to	verify	that	though	Skype	occasionally	collects	data	on	Skype	calls	they	
are	encrypted	and	protected	from	would-be	hackers.	
Historical	policy	documents	
There	were	limitations	in	accessing	policy	documents	of	relevance.	Some	of	the	
documents	from	the	1980s	and	1990s	were	difficult	to	access.	I	relied	on	secondary	
documents	that	evaluated	or	reviewed	these	policies	to	understand	their	contents	
and	their	focus.	
7.8.3 Limitations	to	the	interviews	
Information	related	to	the	actions	of	the	political	elite,	the	resource	allocation	
methods	of	government,	corruption,	and	the	donor-recipient	relationship	were	
areas	that	would	have	gained	from	additional	input.	However,	many	of	these	issues	
were	sensitive	and	a	complete	assurance	of	confidentiality	could	not	be	offered	
given	the	public	nature	of	this	document.	The	degree	of	discussion	and	probing	
during	the	interviews	had	to	be	deliberately	measured.	
I	also	had	to	give	consideration	to	my	own	positionality	in	this	issue.	It	was	possible	
that	many	potential	interviewees	consented	to	doing	the	interview	because	they	
knew	that	I	was	the	husband	to	a	senior	manager	in	the	health	sector.	I	was	at	pains	
to	avoid	putting	such	persons	in	the	awkward	position	of	discussing	issues	that	
were	deemed	critical	of	her	office.					
The	donor	agencies	proved	to	have	immense	influence	over	policy	decisions	making	
at	national	and	sub	national	level,	often	driven	by	their	respective	home	country	
policies.	However	my	study	focused	more	on	governance	and	policy	decisions	that	
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were	generated	by	stakeholders	at	country	level;	so	information	on	donor	
involvement	is	limited.			
Constraints	
The	government	employees	that	I	interacted	with	have	been	sworn	to	secrecy	by	
oath.	This	may	have	had	an	impact	on	the	quality	of	information	gleaned	from	this	
group	of	interviewees.		
I	have	a	limited	understanding	of	the	Bantu	dialect	used	in	East	Central	Uganda	this	
may	have	impacted	on	detecting	nuances	in	the	responses	obtained.	However,	I	
worked	with	an	experienced	health	educator	whose	concurrent	observations,	
accompanying	comments	and	interpretations	I	took	note	of.			
The	districts	that	I	visited	in	both	regions	may	not	have	been	representative	of	the	
rest.	A	case	in	point	was	the	choice	of	the	new	district	of	Lamwo	that	I	found	to	be	
an	outlier,	in	as	far	as	challenges	that	newly	created	districts	were	facing.	However	
given	my	earlier	preference	for	the	contextual	constructivism	tradition	as	described	
by	Freeman(2006)	there	was	relevance	in	having	purposively	selected	this	district	
for	investigation.	
7.9 Conclusion	
In	relation	to	this	study’s	research	question,	there	were	both	positive	and	negative	
political,	economic	and	social	governance	factors	that	influenced	health	system	
performance	in	the	post-conflict	and	non-conflict	populations	of	Uganda.		
Political	factors	-	The	positive	factors	associated	with	health	system	recovery	were	
the	adoption	of	political	pluralism,	decentralisation	of	government	and	the	creation	
of	equalisation	programmes	for	the	post-conflict	region.	In	my	investigation,	the	
PRDP	was	found	useful	for	maternal	health	on	two	counts:	directly	by	
infrastructural	investments	particularly	health	worker	accommodation;	and,	
indirectly	by	the	ability	to	neutralise	the	effect	of	political	corruption	that	was	rife	
elsewhere	in	Uganda.		
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Decentralisation	had	positive	aspects;	it	provided	a	platform	for	health	system	
recovery	efforts	to	take	place.	The	negative	aspect	of	decentralisation	was	its	
proneness	to	local	political	patronage	and	local	elite-capture.	Where	this	occurred,	
particularly	in	East	Central	Uganda	it	diminished	the	gains	of	devolution.	In	
Northern	Uganda,	these	negative	features	were	countered	by	the	presence	of	donor	
funding	and	the	PRDP	as	previously	mentioned.	This	study	identified	secondary	
advantages	of	donor	funding,	it	curbed	on	rent-seeking	opportunities	and	enhanced	
the	capacity	of	the	communities	to	demand	for	better	service	delivery.	
The	creation	of	new	districts	had	a	predominantly	negative	impact	on	health	system	
recovery.	In	my	study	this	applied	to	both	the	post-conflict	and	non-conflict	parts	of	
the	country.	However	the	success	registered	in	Lamwo	district	went	to	show	that	
effective	leadership,	collective	stakeholder	action	and	donor	funding	could	
overcome	financial	and	administrative	challenges	faced	by	these	nascent	districts.	
Civil	Society	had	a	strong	demand-side	impact	on	health	care	in	Northern	Uganda;	
they	had	been	given	leeway	by	the	State	to	pursue	a	rights-based	approach	to	their	
work.	This	contrasted	sharply	with	East	Central	Uganda	where	the	weakness	in	
demand-side	action	by	civil	society	contributed	to	an	equally	non-satisfactory	
maternal	health	care	outcome.			
Socio-political	Factors	-	From	my	study	findings,	I	conclude	that	women	leaders	in	
parliament	play	an	important	role	in	promoting	maternal	health	care.	However	the	
study	also	illustrates	that	the	quota	system	stipulating	greater	representation	of	
women	in	parliament	also	created	power	relationships	that	compromised	the	
capacity	of	women	leaders	to	address	horizontal	equity,	in	this	case,	between	post-
conflict	and	non-conflict	regions.	
Similarly,	it	is	evident	that	the	post-conflict	setting	provided	a	window	of	
opportunity	for	rural	women	to	participate	in	the	improvement	of	health	care.	For	
Northern	Uganda,	unfortunately	government	and	civil	society	did	not	harness	this	
resource	effectively	for	maternal	health	care.		
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It	is	again	evident	that	the	Ugandan	society	assumes	that	it	is	the	role	of	women	to	
address	maternal	health	concerns.	It	is	notable,	however,	that	male	politicians	
nationally	and	in	Northern	Uganda,	in	particular	are	participating	in	addressing	
maternal	health.		
Economic	factors	–The	adoption	of	the	pro-poor	Poverty	Reduction	Strategy	was	
useful	for	post	war	recovery,	given	its	equity	focus.	However,	in	Uganda’s	case	the	
associated	macroeconomic	policies,	particularly	the	application	of	budgetary	
ceilings	in	line	with	the	MTEF	worked	against	health	system	strengthening.	The	
centralised,	stringent	control	of	health	financing	left	the	Ministry	of	Health	
incapacitated;	maternal	health	policies	could	not	be	adapted	to	local	context	or	
implemented.	This	is	exemplified	by	the	30%	attainment	of	the	Roadmap	for	
Accelerating	the	Reduction	of	Maternal	and	Neonatal	Morbidity	and	Mortality	in	
Uganda	policy	which	MoH	officials	attribute	to	lack	of	reliable	funding.		
Political	patronage	and	corruption	are	factors	of	growing	importance	in	Uganda;	my	
study	suggests	that	they	are	more	ubiquitous	in	the	peaceful	parts	of	the	country	
than	in	the	post	conflict	setting.	In	line	with	definitions	by	Teorell	(2007)	(see	
discussion	in	Chapter	two,	section	2.4)	it	is	best	perceived	as	an	institution,	affecting	
the	participation	of	communities	in	improving	their	health	care.		
7.10 Contribution	to	knowledge	
My	contribution	to	the	body	of	knowledge	can	be	considered	from	a	number	of	
perspectives.		
Firstly,	the	research	question	provides	an	opportunity	to	delve	into	the	complex	
nature	of	policy	and	governance	and	their	influence	on	a	country’s	maternal	health	
status;	in	Uganda’s	case,	contributing	to	its	inability	to	achieve	MDG	5.	Furthermore,	
Shaw	and	Mbabazi	(2004)	describe	Uganda	like	many	other	fragile	states	as	tending	
to	show	contradictory	characteristics:	exhibiting	democratic	developmental	
qualities	in	part,	and	features	of	a	failed	state	in	another.	The	role	of	politics	and	
health	system	governance	and	particularly	the	lack	of	leadership	in	such	unstable	
	
	306	
and	uneven	environments	in	deterring	universal	health	coverage	are	reflected	in	
this	study.		
Secondly	the	Political	Economy	Analytical	method	may	not	necessarily	be	unique	
but	its	application	in	the	comparative	analysis	of	governance	in	contrasting	sub	
national	health	systems,	in	this	case	with	regard	to	exposure	to	conflict,	is	novel.	The	
analytical	methods,	for	instance	show	findings	that	are	reflective	of	power	
relationships	at	different	levels	of	governance	each	contributing	to	the	provision	of	
health	care	in	complex	national	contexts.	From	this	study	I	envisage	important	
points	or	nodes	that	are	amenable	to	change	that	policy	makers	and	health	planners	
should	address	if	Uganda	is	to	successfully	attain	to	the	new	SDGs.	
A	number	of	assumptions	and	their	implications	on	maternal	health	have	been	
challenged	by	the	findings	of	this	study	including:	the	finding	of	greater	social	
cohesiveness	in	post	conflict	Northern	Uganda	as	compared	to	East	Central	Uganda;	
and,	the	different	roles	NGOs	have	played	in	the	two	contexts	of	study.	The	
important	role	women	play	in	the	provision	of	social	services	has	also	been	affirmed	
by	this	study.	The	importance	of	leadership,	as	is	exhibited	by	the	district	team	in	
Lamwo	District	that	used	collective	action	to	circumvent	key	governance	challenges	
and	improve	maternal	health	care.	These	issues	provide	new	knowledge	but	also	
raise	questions	for	additional	study.		
In	my	contribution	to	knowledge,	I	am	keenly	aware	that	many	of	the	findings	are	
context	specific;	the	generalizability	to	other	contexts	may	be	limited.	However	my	
review	of	relevant	literature	finds	that	countries	that	have	similarly	sustained	
conflict	alongside	development	have	made	policy	choices	that	have	led	to	
consequences	that	resonate	with	my	findings.	In	this	sense,	I	am	validating	the	work	
of	other	researchers.	
7.11 Recommendations	
This	study	has	highlighted	political,	economic	and	social	factors	that	influenced	
health	system	governance	and	in	turn	affected	the	capacity,	the	versatility	and	
resilience	of	the	health	system	in	affording	equitable	health	care	in	both	post	
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conflict	and	non-conflict	Uganda	after	the	Cessation	of	Hostilities	agreement	was	
signed	between	the	Ugandan	Government	and	the	Lord’s	Resistance	Army	in	2006.	
From	these	factors,	I	have	generated	some	recommendations	for	health	system	
governance	stakeholders	at	the	different	levels	of	governance	to	consider	as	the	
country	strives	to	become	a	modern	prosperous	society	by	2040	and	as	it	works	to	
achieve	the	SDGs	by	2030.	The	findings	also	have	wider	implications	on	other	health	
systems	further	a	field	-	in	nations	that	have	suffered	confined	conflict.		
National	Level	
Uganda’s	second	National	Development	Plan	2015/16	–	2019/20	(NDPII)	is	
recognised	as	Uganda’s	roadmap	for	addressing	the	SDGs.	The	document	identifies	
the	stagnation	in	the	improvement	of	key	national	health	indicators	including	those	
for	maternal	health	and	prioritises	the	health	sector	as	one	of	its	“development	
fundamentals”(Government	of	Uganda,	2015,	p.	2).	
To	actualize	the	aspirations	of	the	NDPII,	the	importance	of	national	governance	on	
the	health	sector	should	be	recognised	and	made	more	conducive	for	positive	health	
system	performance	outcomes.	Institutions	like	the	Uganda	Law	Review	
Commission	(ULRC),	academic	think	tanks	and	advocacy	groups	might	be	
instrumental	in	identifying	and	advising	the	government	on	laws,	policies	and	
informal	institutions	that	are	stifling	the	development	of	the	health	sector	and	
affecting	its	capacity	to	support	the	recovery	of	Northern	Uganda.	The	Uganda	Law	
Review	Commission	(ULRC)	was	set	up	through	an	Article	of	the	Uganda’s	1995	
Constitution.	It	holds	the	mandate	of	studying	and	keeping	under	constant	review	
the	Acts,	Laws	and	policies	of	Uganda	with	the	purpose	of	making	recommendations	
for	their	systematic	improvement,	development,	modernization	and	reform.	In	this	
regard,	the	ULRC	should	pay	closer	attention	to	the	constitutional	bottlenecks	that	
this	thesis	discusses	that	are	affecting	the	health	sector	and	are	deterring	the	
provision	of	equitable	health	care	to	all	Ugandans	given	its	diverse	contexts.	
Some	evaluations	that	might	be	part	of	a	health	sector	focused	constitutional	review	
may	include:	an	evaluation	of	policies	and	laws	that	are	disempowering	women	
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leaders	in	the	district	councils;	reviewing	Uganda’s	electoral	laws	and	the	
identification	of	areas	that	may	be	propagating	the	venal	politician	–	voter	
relationship;	and	a	reflection	on	the	incessant	creation	of	new	districts	and	the	
impact	this	has	on	the	health	system	in	both	post	conflict	and	peaceful	settings.		
A	review	of	the	role	women	and	men	members	of	parliament	play	in	addressing	the	
nation’s	maternal	health	concerns	might	be	important	in	harnessing	their	
comparative	advantages	and	in	altering	the	manner	that	parliamentary	business	is	
conducted	in	this	regard.		
There	is	also	a	need	to	review	the	power	imbalances	among	the	political	elite;	the	
role	of	the	Ministry	of	Finance	and	the	legislature	in	determining	health	policy	
funding	and	implementation	requires	revisiting.	In	the	same	vein,	the	ULRC	and	
other	related	institutions	should	be	key	in	evaluating	the	implementation	of	the	
Budget	Act	of	2001	and	determining	why	the	legislature	continues	to	play	a	limited	
role	in	seeing	national	budgets	through	to	implementation.		
Northern	Uganda’s	health	sector	was	apparently	unable	to	gain	maximally	from	
PRDP	projects.	According	to	this	study	this	was	a	reflection	of	poor	collaboration	
between	the	Office	of	the	Prime	Minister	and	the	Ministry	of	Health.	There	is	need	to	
set	mechanisms	that	ensure	that	similar	equalisation	or	rehabilitation	programmes	
clearly	stipulate	the	roles	of	each	line	ministry	in	the	planning	and	implementation	
of	such	programmes.	
Uganda	in	2007	launched	its	Vision	2040	policy	document	whose	vision	statement	
is	to	operationalize	the	transformation	of	the	nation	from	a	peasant	to	a	modern	
prosperous	one	within	30	years.	In	support	of	this	aspiration,	there	is	need	to	reflect	
on	the	government’s	prioritisation	of	health	sector	development,	from	this	study’s	
findings	there	is	a	need	to	break	away	from	the	secondary	prioritisation	of	the	
health	sector	that	has	characterised	the	last	30	years	of	NRM	rule.		
The	work	of	donor	and	implementing	agencies	has	had	a	spin-off	effect,	buffering	
health	sector	development	in	the	post	conflict-setting	from	the	ill	effects	of	political	
patronage	and	bureaucratic	corruption.	The	limited	number	of	development	
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partners	in	the	non-conflict	setting	and	unchecked	political	corruption	that	has	been	
rife	in	these	peaceful	parts	of	Uganda	appears	to	be	associated	and	stand	out	in	
sharp	contrast	to	the	situation	in	Northern	Uganda.	Both	government	and	
development	partners	should	be	cognisant	of	this	important	monitoring	role	that	
the	partners	play.	Development	agencies	should	both	consider	avenues	of	
harnessing	this	protective	role	further	as	support	the	implementation	of	
government	health	policy	in	disrupted	environments.	
Health	Ministry	Level	
This	study	highlighted	a	lack	of	coherence	between	the	more	politically	orientated	
overarching	health	sector	policies,	(for	example,	the	Health	Sector	Strategic	Plans	
and	National	Health	Plans)	and	the	technical	strategic	plans	and	guidelines.	While	
the	health	sector	strategic	plans	reflected	national	aspirations	for	equitable	health	
care	in	both	post-conflict	and	non-conflict	settings	of	Uganda,	the	technical	policy	
documents	did	not	reflect	strategies	to	achieve	this.	As	efforts	are	made	to	attain	
universal	health	coverage	the	health	sector’s	political	heads	and	technical	managers	
need	to	harmonise	health	policy	writing,	adoption	and	implementation.		There	is	
also	need	to	review	the	role	that	the	health	ministry	plays	in	Primary	Health	Care.	
From	this	study	it	is	evident	that	the	partial	control	that	the	health	ministry	has	over	
important	health	system	components,	for	example,	human	resources	for	health,	
training	of	health	worker	and	finance	needs	to	be	revisited.	This	has	clearly	
impacted	on	the	implementation	of	policy	at	PHC	level	in	the	decentralised	model	of	
national	governance.	
Decentralised	Governance	level		
	This	study	has	shown	the	crucial	role	that	civil	society	plays	in	the	development	of	
the	Ugandan	health	system.		The	independence	of	civil	society	that	was	better	
respected	in	the	post	conflict	setting	allowed	NGOs	to	be	more	effective	in	
strengthening	health	system	governance	and	improving	demand.	It	could	be	
assumed	that	if	peace	in	Northern	Uganda	persists,	then	the	NGOs	in	the	setting	will	
begin	to	self-censor	their	activities	as	they	experience	growing	intimidation	and	
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obstruction,	as	is	the	case	in	East	Central	Uganda.	There	is	an	urgent	need	for	the	
NGO	umbrella	organisations	(for	example,	the	National	and	district	level	NGO	
forums)	to	step-up	the	call	on	government	to	adhere	to	its	obligations	under	both	
national	and	international	law	that	uphold	and	promote	the	rights	of	all	citizens	to	
have	the	freedom	of	expression,	association	and	assembly.	It	is	notable	that	a	report	
on	the	status	of	NGOs	in	Uganda	by	Human	Rights	Watch	makes	similar,	albeit	less	
sector	specific	recommendations	(Human	Rights	Watch,	2012).	
This	study	highlights	important	contrasts	in	the	leadership	role	that	women	in	the	
community	played	in	the	post	conflict	as	compared	to	the	non-conflict	setting.	There	
is	need	to	conduct	ethnographic	evaluations	to	determine	these	differences	were	
influenced	by	culture	or	by	conflict.	
Corruption	is	indeed	an	institution	that	is	influencing	and	at	the	same	time	is	fuelled	
by	both	formal	and	informal	institutions	in	Uganda.	Studies	that	can	inform	
governance	stakeholders	on	the	strategies	at	national,	district	and	at	community	
level	that	could	curb	corruption	will	be	important	contributors	to	the	enhancement	
of	health	system	performance	and	health	care	utilisation.	
Wider	Global	Recommendations	
Other	nations,	other	than	Uganda,	that	have	suffered	conflict,	and	particularly	
confined	conflict,	are	also	signed	up	to	achieving	the	Sustainable	Development	Goals	
by	2030.	This	study	points	to	governance	gaps	within	countries	facing	the	dual	
context	of	peace	and	war	which,	if	addressed	would	enhance	the	versatility	and	
resilience	of	these	fledgling	health	systems	to	equitably	address	the	differing	health	
care	needs	across	the	nation.	My	study’s	findings	are	of	primary	relevance	to	
decision	makers	in	International	Financing	Institutions,	Development	Agencies	and	
academicians	involved	in	global	health	and	development	research,	as	well	as	
governance	stakeholders	primarily	in	countries	that	have	been	affected	by	confined	
conflict	as	well	as	fragile	states	in	general.				
International	Financing	Institutions	(IFI’s)	and	Development	Agencies	need	to	
recognise	and	harness	the	critical	influence	that	they	have	on	leadership	in	central	
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government	and	within	the	different	levels	of	governance	in	the	health	system	in	
these	nations.	This	study	shows	that	other	than	providing	critical	financial	and	
technical	support	these	institutions	play	a	another	role	of	providing	a	protective	
influence	over	recovering	health	systems	shielding	them	from	the	ills	of	political	
patronage	and	corruption	within	national	and	sub	national	institutions.	This	
protective	role	also	works	to	guarantee	the	health	systems	with	space	for	better	
policy	making	and	implementation	amongst	others.	This	study	indicates	that	IFI’s	
influence	governance	and	hence	post	conflict	health	system	recovery	predominantly	
from	the	privileged	power	relationship	they	hold	as	part	of	the	policy	elite	at	central	
government	level.	The	Development	Agencies	have	an	impact	on	health	system	
governance	the	relationships	with	the	leadership	at	the	Ministry	of	Health	and	at	
sub	national	level	where	they	engage	district	administrative	teams	and	civil	society	
organisations.	Collaboration	between	different	agencies	with	a	view	to	harnessing	
this	power	relationship	focused	at	improving	health	system	governance	will	
promote	health	system	recovery.	
The	role	of	health	ministries	in	fragile	states	in	adapting	policy	documents	to	the	
different	national	contexts	is	an	area	that	requires	further	research.	Inquiry	is	
required	in	determining	how	international	health	agencies	influence	health	policy	
and	how	are	these	policies	are	being	adapted	to	different	national	contexts	with	
respect	to	war	and	peace.		
Many	conflict-affected	nations,	like	Angola,	Mozambique,	Sri	Lanka	and	others,	are	
beneficiaries	of	the	post-conditionality	approach	to	donor	funding.	I	alluded	to	this	
previously	in	section	7.1.6.	In	line	with	the	tenets	of	the	Paris	Declaration	on	Aid	
Effectiveness,	national	governance	stakeholders	have	a	greater	say	in	the	use	of	
donor	aid.	This	study	indicates	that	contextual	political,	economic	and	social	factors	
that	fomented	the	confined	conflict	in	the	first	place	still	play	a	role	in	the	policy	
paths	opted	for	as	regards	health	system	recovery.	Research	has	to	be	conducted	
evaluating	the	post	conflict	recovery	actions	across	such	nations,	determining	
whether	there	was	a	pattern	in	the	governance	paths	taken	with	regard	to	health	
system	recovery	and	how	this	influenced	equity.	The	relevance	of	the	Paris	
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Declaration	on	Aid	Effectiveness	should	also	be	evaluated	to	ascertain	whether	it	
remains	ideal	for	the	nations	with	the	dual	contexts	of	post	conflict	and	non-conflict.	
This	study	indicates	the	need	for	a	more	in-depth	inquiry	into	the	leadership	role	
played	by	women	in	health	system	recovery	in	the	fragile	environments	and	further	
more	where	polarisation	in	society	is	manifested	by	confined	conflict.	My	study	
indicates	that	while	international	edicts	have	provided	for	the	empowerment	of	
women	globally	national	governments	in	the	fragile	states	might	not	have	ensured	
the	permeation	of	gender	mainstreaming	throughout	the	national	and	sub	national	
governance	structures.	This	lack	of	effective	women	leadership	might	be	a	missed	
opportunity	for	health	system	recovery	in	the	conflict	affected	states	and	also	a	
missed	opportunity	for	addressing	health	care	equity	where	there	has	been	
confined	conflict.	More	evaluations	have	to	be	conducted	to	ascertain	whether	this	is	
the	situation	pertains	to	similar	settings	across	the	globe.			
The	reversed	roles	of	civil	society	in	supporting	the	health	system	in	the	dual	
national	context	of	post-conflict	and	non-conflict	requires	further	evaluation	in	
countries	that	have	similar	contexts	to	Uganda’s.	Similar	findings	will	imply	the	need	
for	a	greater	call	to	international	action	for	the	protection	for	civil	society	from	the	
political	machinations	of	the	state	not	only	in	the	recovery	settings	of	a	nation	but	
also	in	those	settings	that	have	been	at	peace.				
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Appendix	III	-	Maternity	Wards	in	East	Central	and	Northern	Uganda	
	 	
	
Figure		9.1:	Damaged	HC	IV	-	East	Central	Uganda	
	
	
Figure	9.2:	New	HC	III	-	Northern	Uganda	
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Appendix	IV	-	Topic	Guide	National	Level	In-Depth	Interviews		
	
	
1. What	was	the	maternal	health	policy	landscape	like	during	the	post	conflict	
period	in	Northern	Uganda?		
A. What	were	the	key	policies	driving	maternal	health	care	in	Northern	Uganda,	
in	the	country.	
B. Who	were	the	more	influential	actors	at	the	time	in	Northern	Uganda?		
C. What	were	the	drivers	of	policy	change	if	any	and	what	determined	
successful	implementation?	
D. Were	there	specific	national	efforts	to	address	the	maternal	health	care	
needs	in	Northern	Uganda?	
	
2. What	was	your	organization’s	role	in	policy	formulation	around	the	post	conflict	
period?	Who	were	the	other	actors	that	you	interacted	with?	
	
3. What	was	your	organizations	role	in	policy	implementation	around	the	post	
conflict	period?	Who	where	the	other	actors	that	you	interacted	with	and	from	
what	level	of	society?	
	
4. What	was	your	organizations	governance	role	in	in	maternal	health	service	
delivery	at	national	level	and	in	Northern	Uganda	specifically?		
	
5. 	
A. What	their	any	preferential	support	for	the	post-conflict	population	and	if	
not,	why	not?	
	
6. How	successful	was	the	effort	to	improve	maternal	health	care	over	the	post	
conflict	period?	Is	maternal	health	in	Northern	Uganda	better	off	today	than	it	
was	at	the	end	of	the	war?	How	does	the	state	of	maternal	health	in	Northern	
Uganda	compare	with	the	rest	of	the	country?	
	
7. From	a	gender	perspective	what	role	did	men	and	women	play	in		policy	
formulation	and	policy	implementation	during	the	post	conflict	period?	
	
8. What	were	the	missed	opportunities	in	the	formulation	and	implementation	of	
maternal	health	policy	during	the	post	conflict	period?	
	
	
9. Given	a	similar	occurance	of	conflict	and	cessation	of	hostilities	as	occurred	in	
Northern	Uganda,	would	you	have	a	different	approach	to	addressing	maternal	
health	needs	in	Uganda	and	in	Northern	Uganda	in	particular	?	 
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Appendix	V	-	Topic	Guide	Sub-national	Level	In-Depth	Interviews		
 
1. What	was	your	organisations	role	in	maternal	health	care	governance?	
2. What	was	your	role	in	that	organisation?	
3. What	were	the	key	challenges	faced	in	providing	maternal	health	care	services	
during	the	period	2006	to	2011	(immediate	post-conflict	period	-	Northern	
Uganda	or	immediately	after	the	2006	General	elections	–	East	Central	Uganda).		
4. Was	their	any	change	in	the	approach	to	providing	maternal	health	care	services	
during	this	time	frame?	What	were	the	key	drivers	for	these	changes?			
5. Are	you	aware	of	any	national	policies,	general	health	policies	or	specific	health	
influenced	maternal	health	care	service	delivery?	Did	t	
6. Who	are	the	other	stakeholders	at	district	level	that	you	related	with	in	
supporting	maternal	health	care	during	the	timeframe	2006	to	2011?	
a. Describe	the	supportive	relationships	and	the	impact	on	maternal	health	
care	
b. Describe	the	challenging	relationships	and	the	impact	on	maternal	health	
care	
c. What	was	the	role	of	the	community	in	improving	maternal	health	care	
7. What	do	you	think	could	be	done	to	improve	the	collaboration	of	the	different	
stakeholders	to	improve	maternal	health	care	services	in	the	district?	
8. How	was	the	budgeting	process	conducted	at	district	level?	Which	stakeholders	
that	participated	and	how	did	they	influence	the	outcome	of	the	budget	planning	
process?	Was	maternal	health	care	catered	for	in	the	planning	process?		
9. How	were	health	sector	grants	managed	by	the	district	local	government?	How	
were	the	disbursements	prioritised?	Who	had	a	say	in	the	final	funding	choices	
made?	
10. How	do	you	compare	the	role	of	the	women	and	men	at	the	different	levels	of	
governance?		Did	they	have	equal	influence	on	the	maternal	health	care	
governance?		
11. What	would	you	do	differently	to	address	maternal	health	care	given	what	you	
experienced	or	know? 
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Appendix	VI	–	Topic	Guide	Focus	Group	Discussion		
	
	
	
1. Introduction	of	topic		-	Note:	set	a	time	frame	to	the	discussion	in	Northern	
Uganda	by	emphasizing	period	after	the	end	of	conflict.	For	East	Central	
Uganda	emphasize	the	period	after	the	first	multiparty	general	elections	
	
2. What	are	kind	of	maternal	health	care	services	are	available	in	this	
community?		
3. What	roles	have	you	played	in	supporting	access	and	utilisation	of	maternal	
health	care	in	this	community?		
4. Who	are	the	other	stakeholders	that	you	interact	with	that	help/influence	
women	to	access	and	utilize	maternal	health	care	services?		
a. Politicians;	b.		Health	workers;	c.		District	medical	staff?		
5. How	has	the	provision	and	utilization	of	maternal	health	care	changed	ever	
since	the	war	ended	in	2006	(or	since	the	2006	multiparty	general	elections	-	
East	Central	Uganda)?		
6. What	are	the	challenges	women	and	men	face	in	accessing	and	utilizing	
maternal	health	care	services?		
7. What	do	you	think	would	make	more	women	use	maternal	health	care	
services?		
8. What	do	you	think	will	make	the	men	folk	support	the	utilization	of	maternal	
health	care	services?	
9. What	do	you	recommend	for	government	to	do	to	ensure	better	maternal	
health	care	services	in	this	community	
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Appendix	VII	-	Screen	Shot	of	StataSE	of	Do-file	for	Analysis	of	Secondary	DHS	data	
presented	in	Maternal	Health	Statistics	Review	Chapter	Three,	Section	3.2.4	
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Appendix	VIII	-	Screen	shots	from	Nvivo	10	–	Generation	of	Themes	
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Appendix	IX	Screen	Shot	from	Nvivo	10	–	Thematic	Analysis	
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